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Graham, E. E.: The Use of Salt Solution by the 
Bowel (Murphy Method) in Infants and 
Children. Arch. Pediat., 1916, xxxiii, 775. 


The author regards the infusion of normal saline 
into the bowel by the drop method as a most valu- 
able aid in the treatment of all the exhausting 
diseases of infancy and childhood, and _ believes 
that by its stimulating effects threatened collapse 
can often be averted. In feeding children and 
infants who cannot retain nourishment given by 
mouth, a nutrient enema given drop by drop is 
often bettér retained and absorbed than when given 
more rapidly. 

The length of time proctoclysis should be con- 
tinued varies with the aspects of the base. In 
children, especially, it depends upon how they 
tolerate the presence of the tube within the rectum. 
In infants the mere fastening of the tube to the 
buttocks with adhesive strips will suffice, but older 
children must be persuaded to allow the tube to 
remain, for it may be so annoying that a sick child 
will try to pull it out. 

The usual duration of this treatment is from four 
to six days, but if the rectum is not unduly irritated 
and the indications warrant, proctoclysis may be 
kept up with interruptions for ten days to two 
weeks, 

The author reports the case of an infant, 25 days 
old, who had severe jaundice and frequent vomit- 
ing. It weighed at birth 9 pounds, but when seen 
by the author weighed 7 pounds and 14 ounces with 
diaper on. The stool consisted almost entirely of 
dark mucus. At times the head was retracted 
and the spine arched. The child was dull, drowsy, 
and appeared to be very ill. It was placed on salt 
solution and in one week appeared much better; 
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At the end of a month it 
From then on it improved 
Epwarp L. CorNne 


had gained 4 ounces. 
had gained 1 pound. 
steadily. 


Hill, R.: Posture in Abdominal Drainage. 7. 
West. Surg. Ass., St. Paul, 1916, Dec. 


There are three recognized positions in treating 
these cases: (1) the Fowler, as advocated by 
Fowler and later by Murphy; (2) the prone position; 
and (3) the lateral position. 

1. The Fowler position tends to throw a decided 
strain upon a patient with an already weakened 
heart and lowered blood-pressure. Moreover, as 
the pelvis is lower than the pubic bones, drainage 
takes place by syphonage. 

2. The prone position, as used quite extensively 
in the St. Louis City Hospital, is carried out by 
placing the patient on the abdomen with the head 
of the bed elevated 10 or 12 inches. A pillow is 
placed under the lower part of the chest, and one 
under the head soas to give ample room for breathing. 

The principal objection to this position is that it 
is not comfortable, but observations show that 
it is not so uncomfortable as one would suppose. 

By this position the maximum effects of gravity, 
intra-abdominal pressure, and capillary attraction 
are secured. In addition to this there are no spaces 
in the front of the abdomen to favor the formation 
of pockets, as there are in the pelvis and along the 
side of the spine. Pus is also brought against an 
area of the abdomen where blood-vessels and lym- 
phatics are not so numerous as they are in the pelvis. 
This is considered a very important fact, as it 
would seem that absorption would take place more 
slowly than in any other part of the abdomen. 

3. The lateral position, in which the patient is 
placed on the right side in a slightly elevated posi- 
tion, has been proved most efficient. 
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In the 104 drainage appendix cases, operated 
upon at the St. Louis City Hospital in the past few 
months, the three positions were employed with 
sufficient frequency to warrant the following con- 
clusions to as the relative merits of each: 

1. In the 15 cases treated in the lateral position 
there were no deaths. 

2. In the series of 42 cases treated in the prone 
position there were but 2 deaths. 

3. Of the 47 cases treated in the Fowler position 
there were 5 deaths. All cases received the same 
after-treatment, which is considered to be an 
important factor. 

The author’s opinion from his experience, both 
in private and public institutions, is that the posture 
in which a patient is placed contributes materially 
to his recovery, and he also believes that the prone 
and lateral positions are much superior to the 
Fowler. : 


ASEPTIC AND ANTISEPTIC SURGERY 


Delbet, P.: New Study on the Action of Hypo- 
chlorites (Nouvelles études sur l’action des hypo- 
chlorites). Bull. et mém. Soc. de chir. de Par., 1916, 
xlii, 1977. 

Delbet’s previous studies on the action of Dakin’s 
fluid gave him the indications in cases of wounds 
already infected only, that is in which microbes 
were already colonized. The present studies have 
been undertaken to determine how hypochlorites 
act in the case of fresh wounds and whether they 
are capable of preventing the development of 
microbes. He has been enabled to make his studies 
in the ambulance service conducted by Delanglade. 

Of 22 wounds which Delbet examined in the first 
few hours after injury, in only 3 could he find any 
microbes in the beginning and such wounds were 
caused by shell or grenade. Only 11 of these 
wounded could be followed. All these were treated 
by complete resection of the edges and walls of the 
wound followed by intermittent irrigation with 
Dakin’s fluid. 

In spite of the very favorable circumstances and 
the fact that in 9 of these cases no microbes were 
revealed before treatment only 2 of these remained 
aseptic, and one of these not absolutely so, as there 
was one positive pyoculture. 

The evolution of the hypochlorite treatment is 
noted. At first it was only a modification of Labar- 
raque’s fluid which rendered it less irritating by 
taking from it a part of its antiseptic power. In 
this first phase of its use it was considered by 
Carrel, Dakin, and others that this fluid alone was 
capable of sterilizing wounds. There was then no 
thought of opening up the wound. In the second 
period the necessity of early and large openings was 
shown, which was to a great extent an avowal of 
the failure of hypochlorite action alone. Finally, 
the practice of resection was adopted, the whole 
trajectory of the wound being resected under 
anesthetic. 


In all these changes the hypochlorite remained 
constant, the change being in the surgical treatment 
accompanying its use. The more favorable results 
now obtained therefore cannot be ascribed to the 
constant but to the variable. 

Delbet points out that a number of surgeons are 
at present treating their wounds by mechanical 
surgical clearing of the area, resection, and imme- 
diate reunion. W. A. BRENNAN. 


ANZSTHETIC 


Flags, P. J.: Anesthesia. N. Y. M. J., 1916, civ, 
47. 

In order to facilitate the teaching of the art 
of anesthesia, the author offers a classification 
which combines the findings of the physiological 
laboratory and the operating room. ‘There are 
three primary divisions: general, local, and spinal 
anesthesia. There are two degrees of general 
anesthesia, complete and incomplete, a complete 
general anesthesia consisting of three stages: (1) 
induction; (2) maintenance; (3) relaxation. 

The first stage consists of three periods, excite- 
ment, rigidity, and relaxation; the second may be 
of two varieties, constant and variable maintenance; 
while the stage of recovery is divided into two 
periods, return of the reflexes and return of con- 
sciousness. Two types of recovery are seen, recov- 
ery by crisis and recovery by lysis. 

When such a classification is employed, the signs 
of anesthesia may be definitely charted. The 
behavior of the pupil under ether during the stage 
of induction, maintenance, and recovery may be 
spoken of with the assurance that the time specified 
will not be misunderstood, while muscular relaxa- 
tion becomes a test of the worth and efficiency of 
the general anesthetic. E. K. ARMSTRONG. 


Andersson, H. C.: Anesthesia by Selection. J. Mo. 
St. M. Ass., 1916, xiii, 477. 


In addition to the usual requirements of any 
anesthetic, the following factors should be taken 
into account: 

1. The wishes of the operator as to the depth 
of the anesthesia. 

2. The history and condition of the patient, espe- 
cially as far as heart lesions are concerned, mitral 
stenosis, and aortic insufficiency being bad risks. 
The anesthetist’s responsibility does not cease 
with the termination of the anesthesia, the most 
important factor being the amount of anesthesia 
which is in the patient’s system at the time he 
leaves the opreating room. No operation requires 
any greater skill than the administration of an 
anesthetic for a radical tonsil and adenoid operation, 
the latter being a major operation as far as the 
patient is concerned. The use of morphine and 
atropine greatly aids a general anesthesia if pro- 
perly timed. If ill-timed it will invite trouble. It 
is best given one-half hour before general anesthesia, 
but it should not be used in every case nor should 
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the dose be the same. Those who have pain should 
be given morphine, as well as those who have no 
pain and a normal or dilated pupil. If no pre- 
operative pain is present and the pupils are con- 
tracted, morphine should be withheld. 

3. The duration of the’operation must be deter- 
mined and the anesthetic chosen which will be the 
least harmful. If chloroform is used as a preliminary 
to ether, it is safe if a slight Trendelenburg position 
is maintained. 

4. Freedom of choice should be left to the 
anesthetist. While ether by the drop method is 
the safest of all anesthetics, it is the most uncom- 
fortable of inductions. Though drop ether is 
practically imperative in long operations, it should 
be preceded by some more comfortable method 
of anesthesia. 

Nitrous oxide oxygen is the method of choice 
for induction, being many times less dangerous 
than chloroform and ethyl chloride. In gas oxygen 
there is a safe and efficient substitute for ‘twilight 
sleep” and a valuable addition to the anesthetist’s 
armamentarium, but not as innocuous as would be 
expected. Very even anesthesia is essential to 
prevent trouble, even in minor operations. The 
simpler the machine for its administration the 
better, while after the first stages have passed, air 
is better than oxygen. 

The use of local infiltration with novocaine is of 
value in lessening the responsibility of the anes- 
thetist, as a general anesthesia can thus be main- 
tained in a very superficial stage throughout a long 
operation. Intrapharyngeal anesthesia is of the 
utmost value in the plethoric, thick-necked patient 
who is laboring for air, who is cyanotic and who has 
large amounts of bronchial secretion to prevent the 
proper absorption of ether vapor. The introduction 
of a hard rubber tube into the pharynx produces a 
startling change, the cyanosis disappearing and the 
anesthetic progressing in an uneventful manner. 

E. K. ARMSTRONG. 


Guisez: General Anesthesia by Direct Intubation 
in Operations upon the Head and Neck (De 
Vanesthésie générale par l’intubation directe dans 
les opérations sur la téte et sur le cou). Bull. Acad. 
de méd. Par., 1916, Ixxvi, 245. 


The new method of anesthesia proposed by Guisez 
depends on the fact that it is possible, by means of 
a special sound introduced through the mouth and 
with the aid of direct laryngoscopy, to administer 
directly into the trachea a very exactly proportioned 
mixture of air and chloroform. 

This procedure is quite different from the method 
of anesthesia by insufflation employed in the 
United States, in which the anesthetic mixture is 
insufflated into the bronchi by means of a special 
apparatus, expiration being made through the free 
space between the sound and the bracheolaryngeal 
wall. In Guisez’s method inspiration and expiration 
are done directly through the sound. 

Preliminary narcosis is induced by the mask in 
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the ordinary way. When this is complete the head 
is placed in extension and the tube introduced until 
by the aid of the laryngoscope it is seen that the 
trachea has been reached. Anesthesia is then easily 
continued without interruption until the end of the 
operation. 

The advantages claimed by the author for the 
method are: (1) The chloroform generator is 
removed from the operative field. (2) There is 
considerable curtailment of time of operations on 
the mouth and pharynx. In such operations it is 
now customary to periodically administer the chloro- 
form and to suspend operation during these periods. 
(3) It is no longer necessary to pay attention to 
what American authors have termed the “death 
space.” There is no doubt that the majority of 
deaths from anesthesia are directly or indirectly 
due to the purely mechanical obstruction of the 
region comprised between the mouth and the 
larynx. (4) All danger of vomiting in the trachea 
or of aspiration of blood in the air passages is ob- 
viated. The author does not admit any disad- 
vantages. W. A. BRENNAN. 


Johnson, W. M.: Rectal Anesthesia. JN. Y. M./J., 
1916, civ, 846. 

The dose of ether for rectal anesthesia depends 
upon the age and weight of the patient, about one 
ounce of ether being required for each twenty-five 
pounds of body weight. This may be lessened when 
paraldehyde is used. More than 6 ounces of a 75 
per cent oil-ether mixture should not be given to 
adults, regardless of weight. The ocular reflexes 
should never be abolished and stertorous breathing 
should not be allowed to continue. These are danger 
signals, indicating the withdrawal of one to two 
ounces of fluid from the bowel. At the completion 
of the operation the colon should be irrigated. 

Postoperative nausea seems to be less, fright and 
shock are much less, and the method is safe and 
easy of administration. It is indicated especially 
in operations on the head, neck, throat, or chest; 
in the obese alcoholic, and in the aged, because of 
lessened bronchial irritation. It is contra-indicated 
in any disease of the intestines, pelvic operations, 
and in general laparotomies, because of gaseous 
distention. E. K. ARMSTRONG. 


Cole, H. P.: Some Observations on Local Anzs- 
thesia. Tr. South. Surg. & Gynec. Ass., White 
Sulphur Springs, 1916, Dec. 

The author reports a partial list of major opera- 
tions performed under local anesthesia, many of 
which were selected because of grave contra-indica- 
tions to general anesthesia. 

The list includes 25 cases of appendectomy for 
acute and chronic conditions, drainage of peritoneal 
abscesses and general peritonitis. There were a 
number of exploratory operations, enterostomies, 
and gastro-enterostomies; 8 cases of cholecystotomy, 
one removal of a forty-three pound ovarian cyst, 
one nephrectomy, and a number of thyroidectomies. 
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There was one case of suspension of the uterus and 
one removal of an extopic gestation; also 3 cases of 
radical amputation of the breast, and 3 cases of 
decompression of the skull. There were 7 lapa- 
rotomies performed under local anesthesia during 
pregnancy, with no maternal mortality and with 
the loss of one foetus. 

In the series 7 operations were performed on 
patients in the first decade, 2 of them being under 
two years of age—one case, a Litre artificial anus 
for imperforate anus, on the third day of life. 

There were 47 cases operated on between the 
ages of fifty and eighty-seven, almost exclusively 
selected for local anesthesia because of cardio- 
vascular or renal contra-indications to general 
anesthesia. Among this group was an extensive 
operation for carcinoma of the sternum on a patient 
eighty-seven years of age; exenteration of the orbit 
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HEAD 


Fasiani, G. M.: Some Cases of Gunshot WoundS 
of the Head (Sopra alcuni casi di ferite da arma 
da fuoco del capo). Gior. d. r. Acad. di med. di 
Torino, 1916, lxxix, 278. 

Fasiani has treated 51 gunshot head wounds in 
an advanced field hospital. Of these cases 42 
entered within the first twenty-four hours after in- 
jury; 12 being in such a desperate condition that 
they died from the gravity of their injuries; 4 did 
not call for intervention; the other 26 were promptly 
operated upon in order to prevent infective compli- 
cations. Within a few days 9 showed signs of infec- 
tion and were operated upon the second time. 
All cranial injuries without dura involvement ran 
a regular course. Of 15 superficial wounds operated 
upon early there was only 1 death. Of 8 cases 
operated upon secondarily for infection, 4 died. 
Of 9 penetrating wounds with projectiles implanted 
in the brain and operated upon early there were 
5 ie One case which was operated upon late 

ied. 

The results show the advantage of early inter- 
vention. This is the essential factor of success in 
all such wounds. Rapid transit and advanced 
surgical posts for treatment of head injuries will 
be the most efficacious means of checking the 
mortality from such injuries. Velter who operated 
in from two to six hours after injury was able to 
show 52 recoveries for 9 deaths in an automobile 
service. W. A. BRENNAN. 


Beck, J. C.: Present Status of Carcinoma with 
Special Reference to the Head and Neck. 
Laryngoscope, 1916, xxvi, 1158. 


The author has observed over 400 cases of cancer 
of the head and neck in the last twenty years and 
can see no advancement in diagnosis or treatment of 
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for sarcoma in a patient eighty-one years of age; 
amputation for gangrene of the foot in a patient 
seventy-one years of age; cholecystotomy for 
ruptured gall-bladder in a patient fifty-two years of 
age; nephrectomy in a patient of fifty-two; and a 
case fifty-two years of age in which cholecystotomy, 
appendectomy, and posterior gastro-enterostomy 
were performed through the same incision. 

Among the cases operated on under local anzs- 
thesia between the fifth and ninth decade, there 
was a mortality rate of 4.2 per cent. 

There was one death among the seven major 
operations performed on infants in the first decade, 
with a 14 per cent mortality rate. 

The author concludes that the selection of local 
anesthesia as the anesthetic of choice in cases 
offering grave mortality risks, is a factor of safety 
too potent to be neglected. 


HEAD AND NECK 


the disease. The microscope and surgery now as 
they were twenty years ago are our only means of 
combating the disease. 

Buchsbaum, working in conjunction with the 
author, has succeeded in growing an organism from 
carcinomata removed at operation which has a 
characteristic color and appearance, which produces 
an epithelial tumor when injected into mice which 
die with metastases and rapid emaciation, whose 
blood gives positive Abderhalden reaction for can- 
cer; the organism can be recovered from these mice 
and others re-inoculated. Other tests are equally 
convincing, but the author makes no claim that 
this organism is the causative factor of cancer. 

In regard to diagnosis, the microscopical exam- 
ination of excised tissue is the only positive method. 
The Abderhalden test has been performed in about 
one hundred cases and found positive in 70 per cent. 
A complement-fixation test has been worked out by 
Kobalter which is analogous to the Wassermann 
test for syphilis and gives a higher percentage of 
positive reactions than the Abderhalden. The Davis 
hemo-urochrome test of the urine has given a posi- 
tive reaction in the urine in 60 per cent of more than 
300 cases. Clinical diagnosis is still the most im- 
portant and the author warns against losing too much 
time waiting for therapeutic tests to differentiate 
carcinoma from syphilis, or for the use of the X-ray 
or radium to effect a cure. 

Radical surgery is the only rational treatment 
of carcinoma. To guard against implantation 
recurrences, the author uses the actual cautery 
instead of the knife for excision of the growth. He 
has applied the Percy coagulation method with 
great satisfaction after devising special specule for 
the nasal, oral, and pharyngeal cavities. 

In very superficial lesions radium has been em- 
ployed with good results. Ten milligrams of ra- 
dium element has been the dose available. The 
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X-ray is of even greater value in these superficial 
tumors, and the author prescribes at least one er- 
ythema dose before, and five or six after each opera- 
tion. Diathermy has given striking results in 
causing the disappearance of true epithelial growths 
which in the author’s experience have inevitably 
recurred. 

Beck pleads that a committee be appointed by a 
recognized cancer society to examine and report on 
the results of every “‘new” cure or aid in the treat- 
ment of carcinoma which is advocated or ‘“dis- 
covered” by a reputable physician. _E. Fiscwer. 


Soler, C. B.: Ten Cases of Cancer of the Tongue 
and of the Floor of the Mouth (Acerca de diez 
cases de cancer de la lengua y suelo de boca). 
Odontologia, Madrid, 1916, xxv, 530. 


Soler reports these cases to illustrate the opera- 
tive technique followed by Trigueros of Madrid. 

The procedures in vogue, buccal and extrabuccal, 
of Whitehead and others for the partial or total 
extirpation of the tongue for cancer are insufficient, 
since the involved lymph-glands are not dealt with 
nor is the diseased floor of the mouth extirpated. 
Total removal of the tongue is not necessary, 
according to the author, and is a brutal procedure. 

Trigueros uses the suprahyoidal route, making 
his incision over a line which runs from the middle 
part of the ascending branch of the lower maxillary 
and follows the edge of the sternocleidomastoid and 
thence horizontally to the level of the hyoid forming 
an angle tangential to the hyoid cartilage. This 
incision gives ample facilities for removal of such 
glands as are necessary, as well as the affected parts 
of the tongue and floor of the mouth. Details of 
the technique are described. 

Chloroform anesthesia is employed and minute 
postoperative care is bestowed. Excellent results 
were obtained in all the ro cases operated upon. 
Of these cases 9 were in males, and r in a female, 
which proportion roughly agrees with the statistics 
of others. Primary implantation of carcinoma in 
the floor of the mouth is rare. Wolffer found it 
only in 7 per cent:of all cancers of the buccal 
cavity. Ina collection of 37 cases the author found 
it in 21 per cent of cases of cancer of the tongue and 
mouth. W. A. BRENNAN. 


Gallego, A.: Paradental Adenocarcinoma (Adeno 
carcinoma paradentario). Odontologia, Madrid, 1916, 
XXV, 505. 

Gallego reports the case of a woman of 35 who 
was operated upon for a tumor of the lower maxillary. 
Three years later there was recurrence and she was 
again operated upon. There was a second recur- 
rence after four years more; and then the tumor was 
provisionally diagnosed as an inferior maxillary 
sarcoma. 

Detailed histological examination showed that 
the tumor was of epithelial nature with certain 
characteristics both of cylindroma and adamantoma. 
It differed from the first in that it did not show 
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either cubical or plain cells and especially in that its 
conjunctive tissue had not undergone mucoidal 
transformation. It differed from the second type 
in that its epithelial cells were cylindrical and there 
were no bulbous groupings of cells. 

Such a neoplasm, a primary tumor of the lower 
maxillary, ought to have a paradental epithelial 
origin; and hence the author classes it as an adeno- 
carcinoma of the inferior maxillary. 

W. A. BRENNAN. 


Kreuscher, P. H.: Ankylosis of the Jaw. 
M. J., 1916, xxiii, 857. 


Interst. 


Kreuscher reviews 23 cases from the clinic of the 
late Dr. John B. Murphy, giving the causes of 
the ankylosis (routes of invasion), the four types of jaw 
ankylosis, the seven stages in the evolution of the 
operation for ankylosis of joints in general, diagnosis, 
and the Murphy technique and its results. 

The four types of jaw ankylosis are: (1) intra- 
articular bony ankylosis—true ankylosis; (2) in- 
tra-articular fibrous ankylosis; (3) subzygomatic 
cicatricial fixations; (4) interalveolar buccal 
fixations. 

The seven stages in the evolution of the operative 
technique for ankylosis in general are: 

1, The formation of flail-joints. 

2. The restoration of motion in a bony ankylosed 
joint by the interposition of muscle and fibrous 
tissue between the separated ends of the joint. 

3. Pseudo-arthrosis developing after bone opera- 
tions in the neighborhood of joints. 

4. The transplantation of pedicled flaps of fascia, 
fat, and capsule with the production of movable 
sliding serous surface joints. 

5. The homotransplantations of the articular 
ends and surfaces of the bone. 

6. The transplantation of flaps of fat and fascia 
which have been detached. 

7. The interposition of foreign material to make 
the joint. 

The fourth is Murphy’s method and has given 
practically roo per cent movable joints in his work. 
It is applicable in nearly every joint of the body 
where the periarticular tissues have not been 
destroyed by previous operation of destructive 
pathological processes. 

The four routes of invasion into and surrounding 
the temporomandibular articulation as described 
by Murphy are: 

1. The most frequent, an extension of the sup- 
puration from the middle ear. 

2. An osteitis or osteomyelitis of the mandible 
extending into the glenoid cavity. 

3. The metastases from foci of infection within 
the mouth or elsewhere in the body, or part of the 
general metastatic arthritis. 

4. Ankylosis may result from a transmitted 
trauma from the tip of the chin to the articulation, 
giving a traumatic osseous fibrous arthritis. 

Murphy’s diagnostic points in osseous or firm 
fibrous union are: 
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1. Flattening of the jaw on the unaffected side, 
most pronounced near the tip of the chin. 

2. When the patient attempts to open the 
mouth, the teeth move from 1/60 to 1/600 of an inch 
downward and deviate a little in the direction of 
the ankylosed side. 

3. A sliding motion on the unaffected side can 
be felt by the palpating finger, and the muscular 
activity on that side is very much greater. 

4. The muscles on the ankylosed side are more 
atrophied than on the other side. 

5. The distance by measurement from the lower 
edge of the zygomatic arch to the lowest point on 
the ramus of the jaw is less on the affected side than 
on the well side. 

A perpendicular incision is made just in front of 
the ear, extending from one and one-half inches 
above the zygoma in the hair-line downward to 
the lower border of the zygoma. ‘This incision then 
curves forward on the superior margin of the 
zygoma for a distance of about three-fourths of an 
inch and then curves upward slightly so as to avoid 
injuring the temporal and orbicular branches of the 
facial nerve. This is followed by removal of a 
section of bone one-half inch wide clear across the 
neck of the mandible. Great care must be exercised 
not to injure the internal maxillary artery which 
closely hugs the neck of the mandible. Injury to 
the brain, which is in close proximity, must be avoid- 
ed in this part of the operation. A U-shaped flap 
of fat and fascia about one-inch wide and two inches 
long, with the base at the upper margin of the 
zygoma, is reflected from over the temporal muscle 
and packed into the bony gap left by the bone 
resection. The flap is retained in position by a few 
catgut sutures at its anterior and posterior basal 
angles. The skin wound is accurately closed with 
horse-hair, dusted with bismuth subiodide, and 
sealed with collodion on gauze or cotton. A wooden 
wedge is inserted on the diseased side to maintain 
separation of the molar teeth to prevent necrosis 
or compression of the flap until it is healed. Any 
hematoma must be aspirated at its first evidence, 
the aspiration being repeated if necessary. 

The only failures were reoperated upon with good 
results. These failures, Kreuscher says, were 
caused, most likely, from not keeping the wooden 
plug in proper position. The speculative reasons 
for failure following the first operation are: (1) 
Possibly not all the periosteum was removed with 
the bone. (2) There may have been an absorption 
of the interposing flap with ossification of the newly 
formed connective tissue; or the flap may have 
retracted leaving two bony surfaces to reunite. 

Cart R. STEINKE. 


Henschen, K.: Subaponeurotic Covering of Large 
Skull Defects with Horn Shells (Subaponeuro- 
tische Schaedeldefekte mit gewoelbten Hornshalen). 
Beitr. z. klin. Chir, 1916, xcix, 559. 


In large defects of the skull bone-transplantation 
frequently produces unsatisfactory results, even in 
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cases where the primary result was perfect as the 
bone may later become absorbed and with it the 
periosteum. Therefore the author resorted to 
alloplastic transplantation in two cases of large 
resection defects at the surgical clinic of Professor 
Sauerbruch. After discussing the different methods 
he reports the two cases and the method employed. 
First a cast of the head was made and to this a 
plate of buffalo horn was fitted to a thickness of 
3 mm. with slightly thinner edges. It was then 
sterilized by placing in absolute alcohol for three 
days as boiling would spoil the shape. 

One case was a girl of 19 with a spindle-celled 
myelogenous osteosarcoma of the parietal bone 
which after removal left a defect of 7 to8 cm. The 
piece of horn was inserted under local anasthesia 
and recovery was uneventful. One year and 9 
months after the operation the patient was entirely 
well and had no recurrence. In the second case 
there was originally a dura angioma which made the 
skull bulge forward and nearly perforated it. A 
bony window the size of a hand was removed and after 
the tumor was treated with injections of coagulen 
and carbon dioxide snow it disappeared entirely. 
The 7 by 5 cm. defect was covered with a plate of 
horn and healed per primam. 

Since horn has the ability to become encap- 
sulated with connective tissue without producing 
any irritation and permits healing of the wound 
it is adaptable in many cases, such as spinal fissures, 
replacing bony defects of the nose, defects of the 
lower jaw, splints for the spine according to Albee, 
for closure of congenital cleft of the sternum, 
closure of chest wall defects, etc. L.A. JUHNKE. 


Leclerc, G. and Walch: Osseous Graft Taken from 
the Scapula to Replace Cranial Loss; Ivory 
Plates in the Repair of Cranial Losses (Perte de 
substance du crane obliterée par un greffon osseux 
emprunté a l’omoplate; deux obsérvations de prothise 
avec des plaques d’ivoire pour réparer des pertes 
de substance du crane). Bull. et mém. Soc. de chir. 
de Par., 1916, xlii, 2021. 


The above’ reports were submitted by 
Mauclaire. In Leclerc’s case the loss of cranial 
substance was repaired by a cranioplasty made at 
the expense of a bone-graft borrowed from the 
scapula. The hole was the size of a 5-franc piece. 
In the cases reported by Walch the holes were 
approximately 5 cm. by 4 cm. and were repaired 
by ivory plates. 

Mauclaire calls attention to the different methods 
of repairing cranial losses: periostic, osteoperiostic, 
and cutaneoperiostic cranioplasty; (2) autoplastic, 
homoplastic, or heteroplastic osseous grafts; (3) 
cartilaginous grafts; (4) transplants of macerated, 
decalcified, carbonized calcined or sterilized bone; 
(5) cranial prosthetics; (6) finally, in order to com- 
plete the repair, fat, serous, and fibrous com- 
plementary grafts. 

All these methods have given good results, the 
cartilaginous is the most generally employed now, 
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but time will show whether the cartilage becomes 
ossified. 

Mauclaire reviews the history of the various pro- 
cedures and thinks that generally speaking osseous 
and cartilaginous grafts are preferable to prosthetic 
procedures with ivory, metallic, or other plates. As 
regards functional results the end aimed at by the 
surgeon is not the amelioration of encephalic disturb- 
ance, but the protection of the brain from injury. 
The psychic effect is good because the patient feels 
that his brain is protected. The esthetic result is 
equally satisfactory. 

Reports submitted by Marie, Claud, and Sicard 
do not, however, show that in cases of repair of 
osseous breeches that there is any satisfactory 
cerebral functional amelioration. Thus in 21 cases 
of repair on which Marie has reported there were 6 
ameliorations without complete disappearance of 
subjective disturbance, 12 absolutely stationary, 
and 3 cases of aggravation of the subjective disturb- 
ances. Moreover, Mauclaire does not think it 
wise when there is a tendency to cerebral hernia to 
close the osseous breech. If there is hypertension 
of the cephalorachidian fluid it is best to defer 
repair. W. A. BRENAN. 


NECK 


Simpson, C. A.: Roentgen Ray Treatment of 
Exophthalmic Goiter. South. M. J., 1916, ix, 
857- 

The technique employed by the author in treat- 
ing cases of exophthalmic goiter by the roentgen ray 
consists of giving 5 points Hampson of ray, filtered 
through 1 mm. of aluminum over the thyroid and 
thymus region every two weeks. ‘The skin is pro- 
tected from secondary rays by several layers of 
chamois skin. The Coolidge tube is used with its 
anode 8.5 inches from the skin. 

Of 28 cases treated 5 failed to show any real im- 
provement. The other 23 showed results which 
compared favorably with those obtained by surgery 
in similar cases. The changes noted were im- 
provements in pulse, weight, tremor, sleeplessness, 
general nervousness, strength, and endurance. The 
exophthalmos and tumor often persisted. The 
author was unable to find any very marked blood 
changes following the treatments; nor could he 
produce any such changes experimentally in rabbits 
even when the treatments were carried to the point 
where the thymus was destroyed. 

The conclusions he arrived at are as follows: 

1. That X-raying the thyroid gland alone will 
sometimes relieve the symptoms of Graves’ disease. 

2. That the blood count, fluoroscopic, and X-ray 
picture examinations are often misleading and 
should not have too much effect on prognosticating 
the favorable and unfavorable cases. 

3. That a large percentage of cases of exoph- 
thalmic goiter are associated with enlarged thymi, 
which many surgeons, to avoid dangerous post- 
operative symptoms and even death, advise resect- 
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ing at the same time the thyroid is removed. This 
must greatly prolong and complicate the difficult 
operation of thyroidectomy in patients who 
have always been regarded as bad operative risks. 
4. That the roentgen ray will quickly and pain- 
lessly atrophy the thymus gland, and for this reason 
should be the method of choice in all cases of ex- 
ophthalmic goiter where enlarged thymi are sus- 
pected. Hartunc. 


Aikins, W. H. B.: The Etiology and Treatment of 
Exophthalmic Goiter, with Special Reference 
to the Use of Radium. Canad. Pract. & Rev., 
1916, xli, 323. 

Whether one accepts the glandular theory or the 
neurogenic theory as the causative factor in exoph- 
thalmic goiter, it is obvious that all therapy must 
be directed at a reduction in the increased vascular- 
ity of the thyroid gland. The first essential in suc- 
cessful treatment is the most complete bodily and 
mental rest which is obtainable under the circum- 
stances. ‘This alone in the mild cases will occasion- 
ally effect a cure. Other aids, such as proper nu- 
trition, medicaments, glandular and serotherapy, 
roentgen ray and hydrotherapy, are briefly dis- 
cussed. The author places the greatest reliance on 
the hydrobromate of quinine and ergotin in the 
medicinal treatment of the disease, and cites case 
histories of seven patients treated and cured by 
radium emanations over the thyroid gland; most of 
these cases were referred to him after the usual 
medicinal and other treatments had failed to effect 
improvement. E, Fiscuet. 


Benjamin, A. E.: Thyroid Disease and the Present 
Method of Operative Treatment. Tr. West. 
Surg. Ass., St. Paul, 1916, Dec. 


Of late there has been much study upon the thy- 
roid to determine its true function, the character 
of the toxic substance which is responsible for the 
symptoms present in the diseased state and the 
influence of this substance upon the various tissues 
of the human body. 

Much data has been secured to formulate some 
definite rule of procedure in the treatment of tHe 
diseased thyroid. All this study and data up to 
the present time indicate that operative treatment 
is most reliable and gives the most permanent 
results, also that the symptoms of thyreid disease 
must be recognized by the profession in general, 
earlier, and the gland operated upon, to prevent 
irreparable damage to the heart, liver, and kidney, 
nerves, and muscle tissues of the body. 

Ligation of the blood supply has been performed 
quite extensively in severe cases, in others a low 
collar incision with a rapid removal of portions of 
the gland, and in less toxic cases either complete 
removal of the lobes or a resection with the removal 
of the center and the more diseased portion of the 
gland. The resection method with a normal amount 
of tissue left in the two lobes allowing the capsule 
of the posterior half of the gland and any healthy 
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glandular structure attached thereto to remain is 
now an accepted method of procedure. This plan 
has been followed by satisfactory results, a sym- 
metrical neck and a moderate degree of scarring is 
thus obtained. 


Bartlett, W.: Subtotal Thyroidectomy. Tr. South. 
Surg. & Gynec. Ass., White Sulphur Springs, 1916, 
Dec. 

The author applies the term “subtotal thyroidec- 
tomy” to the symmetrical, bilateral amputation of 
considerably more thyroid tissue than has been 
customarily removed in those cases wheie lobectomy 
has been employed in the past. 

The patient, if a woman, assumes the upright 
position, and puts on a chain or a string of beads 
indicating where she desires to wear the same; 
then their location is marked on the skin to locate 
the scar which they are to hide later. The patient’s 
position on the operating table subserves the pur- 
poses of good exposure and diminished bleeding 
by the upper end of the table being elevated and 
the patient’s head thrown back. 

Where a general anesthetic is used, ether vapor is 
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blown into the pharynx through a glass “Y” to 
which two nasal tubes are attached. After the 
upper pole of the goiter has been ligated, the lobe 
is isolated as much as possible and clamped clear 
across the base about the plane of the intended 
amputation. The resulting V-shaped effect is 
sutured with catgut. and thus much bleeding and 
labor are avoided. The ligating is done with fine 
catgut, which is withdrawn as needed from a tubu- 
lar glass receptacle, held in the operator’s left hand. 
In this manner, wasting and soiling of ligature 
material are prevented. The deep defect is drained 
by a split rubber tube which is laid transversely 
across the bottom of the large defect and carried 
out at the two ends of the incision. The skin is 
closed with exceedingly fine silk on to which tiny 
non-cutting needles have been stamped. Imme- 
diately after the operation, the patient is put to 
bed on her face, to permit prompt escape of tracheal 
hypersecretion. 

The author states that his results in toxic goiters 
have been uniformly ideal only since he has, by 
this technique, removed a sufficient amount of 
goiter tissue at the primary operation. 


SURGERY OF THE CHEST 


CHEST WALL AND BREAST 


Horsley, J. S.: Cancer of Mammary Tissue Mis- 
placed in Axilla. Tr. South. Surg. & Gynec. Ass., 
White Sulphur Springs, 1916, Dec. 

Horsley calls attention to the fact that primary 
malignant epithelial growths in the axilla are rare. 
The growths usually found are metastatic through 
the lymphatics. He reports a case in an unmarried 
woman, 46 years of age, who had two sisters with 
cancer. This patient noticed a growth in the right 
axilla which became quite painful. There was no 
evidence of any primary lesion elsewhere. A block 
dissection of the axilla was made. An examination 
of the tissue removed showed it to be malignant, 
and, after pathological examination, Dr. Bloodgood 
reported that it was cancer of the mammary tissue. 
The symptoms of pain which are unusual in early 
cancer were probably due to pressure on the inter- 
costohumeral nerve. The pain seemed to become 
worse about every three or four weeks. The 
presence of early pain and of increased pain during 
menstruation were probably significant symptoms. 
Three years and four months after the operation, 
the patient was examined and found to be entirely 
free from recurrence. 


Roffo, A. H.: Carcinoma of the Male Breast (Car- 
cinoma de la mama en el hombre). Prensa méd., 
Argent., 1916, iii, 2 sem., 81. 

This is the second case of carcinoma of the male 
breast reported by Roffo and makes the third case 

in the Argentine literature. The patient was a 


man of 70. The disease began about 11 years 
previous with intense pain in the mammary region 
which later showed tumefaction, especially about 
the left nipple. The inflammation disappeared 
under local treatment and gave no further trouble 
until three years ago when acute inflammatory 
phenomena of the same character as before but 
more intense reappeared. Examination showed a 
hard lobulated neoplasm in the left breast. About 
the nipple there was a vast, irregular, hard ulcera- 
tion with reddish vegetating patches in which 
small purulent zones were noted. The neoplasm 
had invaded the subcutaneous cellular tissue and 
part of the pectoral muscle; the axillary ganglions 
were much augmented also. 

The patient died without operation, and histo- 
logical examination, the findings of which are 
shown in great detail and fully illustrated, showed 
the tumor to be an extensive carcinoma of the 
tubular type. W. A. BRENNAN. 


Rischbieth, H.: Notes on a Case of Carcinoma of 
the Male Breast. Med. J. Austral., 1916, ii, 205. 


A case of that rare condition, carcinoma of the 
male breast, with removal, is reported. The tumor 
was of two years’ duration and had been operated 
upon a year before. At the second operation 
the pectoral fascia, the superficial fibers of the 
pectoralis major, and the serratus magnus, together 
with a layer of fat, was dissected away as far as 
the axillary vein. There was no removal of the 
fascia or glands on the « -ep surface of the pectoralis 
major, nor of the bulk of the muscle itself. Less 


GENERAL SURGERY — SURGERY OF THE CHEST 


than six months later there were recurrences in the 
skin adjacent to the cicatrix and in the glands of 
the axilla. A third operation was done, at which 
time the whole of the pectoralis major and the 
fibrotic contents of the axilla were removed. 

The rule is that cancer of the male breast must be 
treated just as in the female. The fact that they 
are often small should not justify limited removal. 
The first operation done by the author in this case 
is the one advocated by Shield, but in view of the 
recurrence, seems not to have been sufficiently 
radical. Cancer of the male breast is often regarded 
as of relatively low malignancy, an erroneous belief 
in many instances. In the case cited the early age 
incidence, 33 years, the local recurrence and gland- 
dular involvement within ten months all speak for 
a high grade of malignancy. There seems to be no 
reason to believe that cancer in the male breast is 
in any way different from that in the female breast, 
and the operative procedures should be the same, 
regardless of the desire to avoid impairment of the 
function of the arm. 

Murphy in 1914 advised the radical removal of 
the entire breast, and while Poirier concludes that 
the scirrhous carcinoma most commonly seen in 
the male breast is comparatively inactive, yet from 
the difficulty in distinguishing between those of 
varying malignancy at the time when the prospects 
of radical cure are greatest, the teaching of Murphy 
is the only one to follow. E. K. ARMSTRONG. 


Leslie, R. M.: Injuries of the Chest During War. 
N.Y. M. J., 1916, civ, 625. 


The subject is discussed from a medical rather 
than a surgical standpoint. As seen in base hos- 
pitals, the great majority of chest injuries are due 
to gunshot or shrapnel wounds; other injuries, such 
as bayonet wounds, or crushing injuries due to 
mine or shell explosions being usually rapidly fatal, 
are seen only at the front. At the rear the propor- 
tion of chest cases is from 6 to 8 per cent. They 
are classed as (1) non-penetrating and (2) pene- 
trating according to whether or not the missile 
enters the thoracic cavity. 

1. Non-penetrating wounds present no special 
problems. They may or may not be attended with 
shock according to the extent of injury to the ribs 
or to the vertebral column. The lung may be 
contused by the impact of the ribs sufficiently to 
cause hemoptysis or hemothorax. The spinal con- 
cussion may lead to functional or, more rarely, to 
organic paraplegia, usually following crushing 
injuries. 

2. In penetrating wounds the effects depend upon 
(1) the direction and site of the bullet track; (2) the 
presence of septic material within the thoracic 
cavity. 

Longitudinal wounds — the patient being wounded 
when lying down—and those of the central zone, 
endangering the heart, great vessels, and larger 
bronchi are much more serious than transverse 
wounds, especially those of the peripheral zone. 
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According to its direction the bullet may penetrate 
the thorax and lodge in some other part or cavity, 
as the arm or abdomen. 

Shrapnel bullet and shell fragments are more 
likely to carry septic material from the skin or cloth- 
ing than rifle bullets. Hamothorax occurs in 75 
per cent of the penetrating wounds. The source of 
the blood may be chiefly from the chest wall, even 
when the lung is penetrated. The symptoms are 
hemoptysis and dyspncea for the first two or three 
days, then becoming milder with only a slight rise 
in temperature. The signs may be confusing owing 
to emphysematous expansion of the upper lobe of 
the lung. If sepsis is present (pyohemothorax) the 
constitutional signs are much more pronounced, 
increasing dyspnoea, local pain, and friction sounds. 
Exploration is advisable in all cases not improving 
by the fourth day. Early aspirations may be 
sterile, as the bacteria are at first contained in 
the blood-clots only. Since death from hemorrhage 
does not occur after the third day, removal after 
the fourth day to a base hospital is highly desirable, 
where the facilities for treating complications may 
be had. If aspiration is performed in aseptic cases 
the remote effects of dyspnoea on exertion and 
fixation of the chest wall due to lung collapse are 
rendered less probable. The mortality as a whole 
is about 10 per cent, due largely to sepsis. In the 
latter cases the prognosis depends on promptness of 
rib resection and evacuation of septic material. 

In aseptic cases, since the main clot is below and 
posterior, aspiration should be rather high and far 
forward — sixth or seventh interspace in midaxillary 
line. Replacement with oxygen is successful. 

In cases with a small amount of hemothorax a 
simple serofibrinous pleurisy may occur, the blood 
acting as an irritant, the signs of which may dis- 
appear in a few days, with the exception of a mild 
pyrexia lasting a week or two. Pneumothorax is 
rare, usually on the right side when present. It is 
best detected by X-ray. 

Bullets may cause merely a slit-like wound of the 
lung, other missiles large openings, but the elastic- 
ity of the lung tissue tends to close the wound and 
bullet track rapidly. Blood infarction around the 
track may be quite extensive. Bullets often drop 
into the cul-de-sac of the diaphragm and do not 
require removal. 

Injuries of the central zone, involving the heart 
and great vessels, are usually fatal but cases of 
recovery are reported, such as the presence of a 
bullet in the ventricle wall detected by X-ray. 
Grazing wounds of the heart may give rise to the 
pleuropericardial friction not infrequently found 
in injuries in the cardiac region. ‘Treatment is 
usually expectant. 

Owing to the dome of the diaphragm, wounds 
involving both chest and abdominal cavities are 
not uncommon. Vomiting and hiccough in an 
injury of the chest should make one suspicious of 
abdominal complication. An occasional result is 
subphrenic abscess. 
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Perforation of the diaphragm on the left side has 
led to diaphragmatic hernia, of which the diagnosis 
has been made only seven times in 300 cases. 

In cases with lung collapse, an important part 
of the treatment is the use of breathing exercises, 
and in later convalescence, hill-climbing. 

Horace BINNEY. 


Beck, E. G.: The Healing of Old Cavities of the 
Chest, a New Procedure. Tr. West. Surg. Ass., 
St. Paul, 1916, Dec. 


Beck demonstrates a new method of treating old 
cases of osteomyelitis of the ribs and long bones 
which had previously undergone many operations 
and demonstrates three patients and roentgeno- 
grams and photographs of the different steps of the 
operative procedure. 

The method has these five objects in view: 

1. To expose the diseased area by an adequate 
flap incision. 

2. To take away every vestige of the diseased 
tissues under the guidance of the eye. 

3. To close the wound in such a way as not to 
permit any dead space in the resected cavity, im- 
plant the skin-flap. 

4. To use no suture material whatever except 
ligatures for arteries, and leave the wounds widely 
gaping. 

5. To reproduce epithelium of granulating 
surfaces with skin-grafts. 

By this method Beck has been able to cure nearly 
all the cases which had previously undergone 
operation and failed and which could not be cured 
by injection of bismuth paste on account of se- 
questra. There is practically no suture material 
used in the operation except with rare exceptions. 
He deprecates the probe in trying to determine the 
depth of bone cavities and sinuses and, furthermore, 
he claims that scraping of bone cavities blindly, 
without ocular inspection, is unscientific and leads 
to grave error in diagnosis and treatment. 


Shortle, A. G.: The Ultimate Results in the Treat- 
ment by Artificial Pneumothorax. /. Am. M. 
Ass., 1916, Ixvii, 1268. 


The author concerns himself with the permanency 
of results, the patient’s working ability, the condi- 
tion of the expanded lung, and the amount of con- 
traction of the chest wall. One hundred and four 
cases are used as a basis for this study. 

A brief review of the current literature along these 
lines is given, as well as several personal reports 
from men using artificial pneumothorax. 

In the series, 25 cases are to be eliminated as 
being inoperable. Of the 79 remaining cases, 19 
are today working and in good physical shape, while 
3 were discharged as markedly improved and 37 
are dead. Of the 19 working today, 6 show rhonchi 
and rales after cough, 7 are negative and 6 have not 
been examined. Of the 13 examined for contrac- 
tion the maximum was 2.75 inches and the mini- 
mum,1 inch. All but 3 have fully reabsorbed, 7 
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have no sputum, 2 show negative sputum and 4 
positive. The average displacement of the apex 
beat was 1 inch, all the 13 cases being left-sided. 
Of the 25 inoperable cases, 2 only are working, 16 
are dead, and the other 7 are in bad shape physically. 

Shortle believes his results are due to the follow- 
ing factors: (1) most of the cases were sanitarium 
cases where complete rest could be enforced; (2) 
they were of the more intelligent middle class, with 
sufficient funds to afford proper living conditions, 
and sufficient brains to lend intelligent co-opera- 
tion; (3) they were treated in a favorable year- 
round climate; (4) they received small insufflations 
of gas, never over 500 ccm. and as a rule 250 to 
350 cm., this being the most important point. 

P. M. 


TRACHEA AND LUNGS 


Scott, E., and Forman, J.: Primary Carcinoma of 
the Lungs. Med. Rec., 1916, xc, 452. 


A report is given of four cases of primary carcino- 
ma of the lung, with microphotographs and review 
of the literature. In man carcinoma of the lung 
occurs in about 0.3 of one per cent of autopsies. 
Some four hundred cases have been published. 
Carcinoma seems to occur more frequently in the 
lungs of lower animals than in man, according to 
Slye occurring in 3 per cent of the cancers. A new- 
growth usually starts in a large bronchus at the root 
of the lungs and extends peripherally. In the cases 
reported there were no metastases. In lower animals 
metastasis outside the lung is not common. In none 
of the four cases reported was there any degree of 
anthracosis. At the periphery of the growth the 
cells may be so undifferentiated as to lose their 
cancerous texture. Most of the cases are diagnosed 
as tuberculous even in spite of negative sputum 
findings and are discovered only at autopsy. 

H. G. Stoan. 


HEART AND VASCULAR SYSTEM 


Pennie. B.: Bullet Wound of the Heart; Projectile 
in the Anterior Ventricular Wall (Plaic du 
coeur par balle; projectile dans la paroi ventri- 
culaire antérieure). Bull. et mém. Soc. de chir. de 
Par., 1916, xlii, 2033. 

In this case the wounded man was brought to the 
ambulance three hours after injury, in a dying state. 
Radioscopy made immediately showed a bullet in 
the left ventricular wall of the heart. The man 
died twenty minutes later. Autopsy showed a vast 
left haemothorax, perforation of the superior lobe 
of the left lung, punctiform perforation of the 
pericardium, which was empty of blood, and finally 
a bullet embedded in the anterior left ventricular 
wall. 

The point of interest for the author is that the 
man should have survived such injuries for a space 
of three hours. Riche who submitted this report, 
however, criticized it. He pointed out that in heart 


GENERAL SURGERY — SURGERY OF THE ABDOMEN 


injuries immediate or even rapid death occurs only 
in one out of six cases. Moreover, he thinks that 
if such a case were submitted to him showing the 
picture of a great hemorrhage and haemothorax, 
but with the preservation of the heart seat, he would 
at once have placed the patient on the operating 
rather than upon the radioscopic table, because 
hemostasis was the most urgent indication. 
. W. A. BRENNAN. 


PHARYNX AND SOPHAGUS 


Hall, A. J.: Case of Diffuse Fibromyoma of the 
(sophagus Causing Dysphagia and Death. 
Arch. Radiol. & Electrotherap., 1916, xxi, 152. 


The author gives in minute detail the clinical 
history of a case of new-growth of the oesophagus, 
and also the complete postmortem findings. ‘The 
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features of the case, as demonstrated by the roent- 
gen ray, were not satisfactory, owing to the failure 
of complete examinations. At the time of the first 
examination, plates were made of the chest only, no 
study being made of the oesophagus by means of the 
opaque meal. The second examination was made 
with the screen only, and in this way an error was 
made which would have been obviated if plates 
had been made. 

The value of the case to the roentgenologist should 
consist of the demonstration of the necessity of 
complete examination, where there is dysphagia, by 
both the screen and plate methods. While the 
exact pathological diagnosis could not have been 
made by the roentgen examination, it would seem 
that diagnosis of an oesophageal condition could 
have been made earlier in the case if the examination 
had been thorough. W. A. Evans. 
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ABDOMINAL WALL AND PERITONEUM 


Babcock, W. W.: Correction of the Relaxed Ab- 
dominal Wall with Reference to the Use of 
Buried Silver Chain. Am. J. Obst., N. Y., 1916, 
Ixxiv, 596. 


The author outlines the various types of abdom- 
inal relaxation considering the degree of relaxation 
and the symptoms produced. He finds that these 
patients suffer from indigestion, headache, flatulence, 
constipation, and many other symptoms, and often 
are greatly handicapped when in the erect position. 

The weakness of the abdominal wall may be 
congenital, or it may be due to overdistention of 
the abdominal wall, as from pregnancy, ovarian 
tumors, or ascites, or to the general relaxation 
associated with wasting and debilitating disease. 
Obesity increases the intra-abdominal tension, 
weakens the supporting walls by fatty infiltration, 
and adds the drag of an increased subcutaneous 
mass. ‘The weakness may be due to nerve injury 
or paralysis, particularly where long vertical 
incisions have been made through the anterior 
abdominal wall external to the semilunar line. 

Palliative treatment includes methods that aim 
to develop the weakened musculature, and the use 
of supporting appliances, such as a corset, belt, or 
spring truss with or without a plate or pad. These 
are not discussed in the present paper. 

Operative treatment for the relaxed abdominal 
wall include one or more of the following general 
principles: 

1. The resection of an elliptical or other shaped 
area of skin to increase the tension upon the under- 
lying structures. 

2. A lipectomy or resection of the subcutaneous 
fat to eliminate this source of weight and tension 
upon the underlying parts, and to better the contour 
of the abdomen. 


3. A reconstruction of the muscular and fascial 
planes of the anterior abdominal wall. 

4. The reinforcement of the abdominal wall by 
the implantation of new tissue or of foreign sub- 
stances, such as silver wire, kangaroo tendon, etc. 

After discussing the relative merits of various 
procedures the author illustrates the various ways 
in which he has used a fine silver chain to support 
the weakened abdominal wall. He believes that 
it has a distinct advantage over the other foreign 
materials which have been used for this purpose 
in the past. C. H. Davis. 


Blad, A.: Studies Regarding Peritonitis Caused by 
Bile Without Perforation of the Gall-Bladder 
or Bile Passages (Studien ueber Gallen-peritonitis 
ohne Perforation der Gallenwege). Tr. XJ North. 
Surg. Cong., Goeteborg, 1916, July. 


Peritonitis caused by bile without perforation of 
the biliary passages can be explained by a ferment 
action on the part of the bile and of the gall-bladder 
wall. Pancreatic juice under certain conditions, 
especially after passage of a gall-stone frequently 
found in these conditions, can enter the common 
duct and the gall-bladder rather easily. The 
trypsin here can become activated and digestion 
can take place. Experiments show that if bile is 
put into a dialysis tube biliary pigments do not pass 
through it, but that if the colloidal bile is digested 
the pigments are liberated and pass very easily 
through the dialysis tube. The author observed 
the digestion of the gall-bladder wall in 16 dogs. 
If pancreatic juice was injected into the gall-bladder 
or if it was forced in from the duodenum and the 
common duct ligated a peritonitis due to bile 
pigments developed in the successful cases even 
without perforation of the gall-bladder. The gall- 
bladder wall in these cases showed no changes 
macroscopically, but in the microscopic picture a 


total necrosis with complete destruction and soften- 
ing of the wall was seen, explaining the passage of 
bile readily. 

In the discussion, INGEBRIGTSEN asked whether 
the bile-colored fluid in the abdomen was not the 
result of a general icterus following the ligation of 
the common duct. Blad replied that the bile- 
colored fluid was found in the abdomen within a 
few days; whereas a generalized icterus was not 
present. In other cases a local peritonitis developed 
with bile discoloration of all the organs around 
but otherwise there was no icterus. 

L. A. JUHNKE. 


Stanton, E. M.: Postoperative Ventral Hernia; 
Study of the Hernia Following 500 Laparoto- 
mies. JN. Y. St. J. Med., 1916, xvi, 511. 


The author has analyzed the results of 500 lap- 
arotomies performed by himself with reference to 
postoperative herniaw. His results, so far as known, 
were as follows: In the 500 cases 24 herniz de- 
veloped. Median or rectus incisions gave less than 
o.5 of 1 per cent herniz. 

In regard to herniw in median incisions involv- 
ing the lower quarter of the rectus sheath, it must 
be remembered that the transversalis fascia below 
the semilunar fold of Douglas is only one half 
the thickness of the fascia above. Unless this 
layer of transversalis fascia is united as well as 
the peritoneum nothing but the overlying muscle 
intervenes between an advancing hernial sac and 
the anterior sheath which is the last line of de- 
fense. 

As regards the presence of infection in the op- 
erative field, he found that 260 clean cases were 
followed by only 3 hernia, while 186 operations in 
an infected field resulted in 18 hernia. In the 
latter cases drainage is chiefly responsible but the 
author believes a small drain in the rectus or mid- 
line incision does not materially increase the danger 
of hernia if good union is obtained in the sutured 
portions. If drainage prevents infection and sup- 
puration through the length of the wound it re- 
duces the possibility of hernia in the scar. From 
this it is argued that vaginal drains or secondary 
stab wounds for drainage are not indicated unless 
the operator is sure that the main incision stands a 
good chance of firm union without a drain at one 
angle of the wound. In his cases the hernia seemed 
to bear no relation to nerve injury with resulting 
rectus paralysis. Horace Binney. 


Razetti, L.: A Case of Lumbar Hernia (Sobre un 
caso de hernia lumbar). Gac. méd. de Caracas, 
1916, xxiii, 113. 

Lumbar hernia is comparatively rare. In 1904, 
Rochard could collect only 50 cases in the medical 
literature. Barbette in 1672 and Renaulme de la 
Garenne in 1726 have mentioned the possibility of 
lumbar hernia, but it was Petit who in 1738 first 
gave a correct description of the affection. Petit 
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drew attention to the aponeurotic triangle between 
the great dorsal, the great oblique, and the iliac 
crest as the weak point whence a lumbar hernia 
might occur. Petit’s doctrine stood till 1866, when 
Grynfeld demonstrated that there was another 
region also, i.e., the quadrilateral, in which such a 
hernia might occur. The author also reports a case 
occurring in this space. The patient was a man of 
56, who in January, 1916, fell from a height of about 
3 meters. ‘There were no lesions of importance 
except a contusion in the left costal region and the 
man resumed work after a few days. A vague pain, 
however, persisted in the left dorsolumbar region 
and fifteen days after the fall he noticed that after 
a strain a lump appeared in this region, which 
although painless, yet made it difficult for him to 
mount a Staircase. 

Examination resulted in a diagnosis of lumbar 
hernia and operation was agreed to. Under chloro- 
form an incision was made in the region of Petit’s 
triangle but nothing was found. It was decided 
to disconnect the fibers of the great dorsal muscle 
and open up Grynfeld’s quadrilateral. Here a small 
reducible tumor was found. The administration 
of chloroform was temporarily stopped in order to 
note the effect of the patient’s movements, and it 
was then observed that the tumor augmented and 
herniated through the quadrilateral. 

The hernia was treated as an ordinary hernia. 
The breech was widened after sectioning Henle’s 
ligament. The sac composed of a transverse fiber 
was dissected and opened; the contents of the sac 
was a yellowish fat somewhat of the nature of peri- 
renal fat. The sac was treated by ligation and 
extirpation and the wound closed. The man 
recovered perfectly. W. A. BRENNAN. 


GASTRO-INTESTINAL TRACT 


Stapelmohr, S. von: A Contribution to the Patho- 
genesis of Phlegmonous Gastritis (Beitrag zur 
Kasuistik der phlegmonoesen Gastrit). Tr. XJ 
North. Surg. Cong., Goeteborg, 1916, July. 


Four cases were reported, two of which were 
operated upon, one cured. Phlegmonous gastritis 
is divided into the circumscribed form and the dif- 
fuse form, and according to etiology into primary 
and secondary forms. The secondary form can 
originate from contiguous structures or by metas- 
tasis from some other focus. As a predisposing 
factor the chronic hyperplastic gastritis was present 
in each case. The infection per se was caused by 
streptococci. The author collected 4 cases from the 
literature, considering the treatment, the duration 
(24 hours to 20 days), the symptomatology, and 
the diagnosis of the disease, which in most instances 
must be only a probable diagnosis, and these four 
are the only ones cured by operation. In one of 
these cases a diffuse phlegmon of the ventricle was 
found and the diagnosis was uncertain. In the 
other three cases circumscribed phlegmons were 
found. To the latter is added a case of the author’s. 


In the diffuse form of the disease treatment is hope- 
less although it is advisable to perform a laparot- 
omy to exclude other pathological processes of 
the abdomen. The circumscribed form is curable 
by drainage, or a resection can be performed if the 
process has assumed a chronic or subchronic char- 
acter. 

Borettus recalled a case of diffuse phlegmon of 
the duodenum described by Frising and Sjoevall. 
At the autopsy a fish bone was found in an ulcer 
of the duodenum with infection by streptococci. 

L. A. JUHNKE. 


Davis, B. B.: Perforating Gastric Ulcer. Tr. West. 
Surg. Ass., St. Paul, 1916, Dec. 


Only acute perforations are considered. The 
diagnosis depends on the very acute pain at the 
beginning coming on suddenly and usually at the 
very first located in the region of the perforation. 
A history of previous gastric or duodenal symp- 
toms is common. The pain is more acute than 
in perforations of the appendix; moreover perfora- 
tion of the appendix scarcely ever occurs without 
some preliminary symptoms in the right iliac 
fossa. 

Every hour that elapses after the perforation 
before operation lessens the chance of the operation 
having a successful outcome. 

Operations are divided into two classes: (1) 
Those done very early before much peritonitis is 
present. At this time the ulcer can be excised or 
turned in with sutures in such a manner as to 
partially obstruct the stomach outlet and a poste- 
rior gastro-enterostomy performed. Drainage 
should usually be used in these cases, consisting of 
a large rubber tube inserted through a stab-wound 
above the pubes and passing into the lowest part 
of Douglas’ cul-de-sac, with or without additional 
drainage of the region of the perforation, depending 
on the extent of the pathology and the amount of 
leakage. (2) Operations done after the peritonitis 
is fairly well advanced. Here the operation con- 
sists in doing as little as possible except to stop the 
leak and establish drainage. The perforation should 
be sutured in such a manner as to narrow the outlet 
of the stomach as little as possible. No gastro- 
enterostomy should be done at this time as it is too 
uncertain in its results and too dangerous. If 
gastro-enterostomy has to be done later it will be 
at a time when the patient’s vitality has improved 
and he is in a better condition to stand it. Drain- 
age is always used in this class of cases both via 
the cul-de-sac and the primary wound. 

Irrigation of the abdominal cavity is strongly 
condemned in all cases, also wiping out with 
sponges, as it disseminates the infection and 


increases the rapidity of absorption of toxins and 
of micro-organisms. The peritoneum, if the Fowler 
position is used, cul-de-sac drainage, and proctoclysis 
can take care of the foreign material in the abdomen 
much more safely and more gently than if irrigation 
is used, 
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Liek, E.: The Operative Treatment of Multiple Cal- 
lous Ulcers of the Stomach (Zur Kenntnis und 
operativen Behandlung des multiplen calloesen 
Magengeschwuers). Arch. f. klin. Chir., 1916, cvii, 
575: 


It is well known at the present time that the result 
of operations for stomach ulcer depends upon the 
site of the ulcer. Clairmont, in von Eiselsberg’s 
clinic, showed that gastro-enterostomy in cases*.of 
ulcer near the pylorus gave 62 per cent good results; 
in cases where the ulcer was distant from the pylorus 
there was only 47 per cent of good’ results. Other 
experienced surgeons, such as the Mayos, showed 
gastro-enterostomy for stomach ulcer to be purpose- 
less if not dangerous. At the Congress of Surgeons 
in 1914, Perthes explained the cause of this as due 
to the inhibitory action of ulcer on the rhythmic con- 
tractions of the stomach. In a gastro-enterostomy 
made at the deepest point of the stomach the pe- 
ripheral part alone is unburdened and alkalized, but 
not the central stomach section. In ulcer of the 
small curvature spasm is the cause of the delayed 
recovery in spite of the good functioning of the, 
gastro-enterostomy; spasmus reduces the effective 
action of the gastro-enterostomy. 

In discussing the comparative value of gastro- 
enterostomy and resection Liek quotes von Haberer, 
who takes a strong radical view: ‘“‘In ulcer, whatever 
may be its anatomical form, resection is the method 
of choice.” Von Haberer therefore resects upon 
principle; gastro-enterostomy is reserved only for 
simple cicatrized pylorus stenosis. He prefers the 
resection method of Billroth II and does not hesitate 
to perform subtotal stomach resection. In one 
case, unfortunately fatal, he even executed total 
resection of the stomach for callous ulcer. His 
primary mortality in all resections of the stomach 
due to ulcer was 9 per cent. The end-results were 
good. Late examinations of a group of 86 patients 
operated according to the Billroth II method show- 
ed 77 per cent complete recoveries, 12 per cent par- 
tial recoveries, 10.5 per cent unsatisfactory results. 

The frequency of multiple stomach ulcers has 
been underestimated. Von Hacker in 1895 drew 
attention to the appearance of plural stenoses of 
the stomach. Payr recently showed that in his 
operated cases there were 5 per cent of multiple 
ulcers. Von Haberer’s figure is much higher. In 
132 resection cases he found 26 per cent with multi- 
ple ulcers. Simultaneous duodenal ulcers are 
included in this figure. He lost 3 cases, because 
at operation the duodenal ulcer was overlooked. 

Lick’s personal experiences regarding resection of 
stomach ulcer are limited. Of 24 operated cases of 
stomach ulcer there were 4 cases of resection. Of 
these three were callous ulcers; the fourth case was 
a tumor-like thickening of the pyloric ring. In these 
24 operated cases multiple callous ulcers were found 
three times, 12.5 percent. It is possible other ulcers 
were overlooked, but in all cases the stomach was 
gone over systematically. 

The danger of confusing ulcer with carcinoma 
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is considered differently. Some consider a wrong 
diagnosis as rarely possible; others consider it as 
relatively frequent. Payr finds carcinoma micro- 
scopically in 26 per cent of resected callous ulcers. 
Kuettner’s percentage is 43.4 per cent. These 
figures will naturally cause surgeons to reflect, and 
suggest resection at the slightest suspicion of car- 
cinoma. In multiple ulcers, there is less danger of 
error, multiple carcinoma of the stomach being in- 
frequent. Regarding the situation of multiple 
stomach ulcers, there is usually a stenosing pyloric 
ulcer and a second or more on the stomach body. 
This combination is relatively frequent. Thus 
Lick finds in 32 cases of von Haberer’s not less than 
15 with this localization. 

Liek thinks that the decisive factor in the choice 
between resection and gastro-enterostomy is the 
danger of the operation. ‘The mortality of resection 
is considerably higher. Riedel in his first 25 trans- 
verse resections lost 28 per cent. Kuettner in 1914 
gives for resection a 20 per cent mortality; in gastro- 
enterostomy only 4 per cent. Even such an expe- 
rienced surgeon as von Haberer had a mortality of 
nine per cent in resections, and in gastro-enterosto- 
my somewhat over 3 per cent. But von Haberer 
treated only the light cases with gastro-enterostomy. 

Payr gathered from the literature up to 1910, 465 
cases of ulcer resection with a mortality of to per 
cent; the mortality of gastro-enterostomy he figures 
as 3 to6 percent. Liek thinks the figure for resec- 
tion appears almost too favorable. The number 
of cases from the great hospitals are published prin- 
cipally where masters of surgery work. Smaller 
statistics would if published, he thinks, give a less 
favorable result. 

Usually only serious cases are resected. If one 
seeks to find how many of the gastro-enterostomy 
patients later developed carcinoma, one is surprised 
at the small number. Gressot gives 2.3 per cent, 
Kocher 1.6 per cent, Kuttner 1.7 per cent. If it is 
really true that carcinoma develops so frequently on 
an ulcer as its basis, as for instance, Wilson of the 
Mayo Clinic asserts that in 153 stomach carcinoma 
he could prove that the carcinoma developed upon 
the basis of an ulcer in 109 cases, 71 per cent; the 
advocates of gastro-enterostomy might say that the 
above-mentioned small figures prove that gastro- 
enterostomy cures the ulcer and thus removes the 
basis for the development of carcinoma. 

The higher mortality of resection is therefore 
not off-set by a higher carcinoma danger in gastro- 
enterostomy. Moreover, resection does not cure 
all cases of stomach ulcer. The larger statistics 
give about 70 per cent recoveries, to per cent mor- 
tality, the remainder being merely betterments. 
While these figures, excepting the higher mortality, 
almost agree with the results of gastro-enterostomy, 
it must be emphasized that much more serious 
forms of stomach ulcer are treated by resection 
than is the case with patients treated by gastro- 
enterostomy. Liek, therefore, taking a middle 
ground between the advocates of resection and those 
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who favor gastro-enterostomy concludes: (1) Callous 
ulcer of the stomach is to be resected if its site is 
distant from the pylorus and also if there is the slight- 
est suspicion of carcinomatous degeneration. (2) 
In stricturing ulcer of the pylorus if there is a second 
ulcer on the gastric body, posterior gastro-enteros- 
tomy is to be employed. (3) If the second ulcer 
causes an hour-glass stenosis, gastro-enterostomy 
between both stomach sacs is indicated plus pos- 
terior gastro-enterostomy on the pyloric sac. 
(4) If these operations have not brought about the 
desired result, further palliative methods are useless 
and all the affected stomach section must be 
resected. W. A. BRENNAN. 


Wilensky, A. O.: The Surgical Treatment of 
Perforated Ulcer of the Stomach. Ann. Surg., 
Phila., 1916, lxiv, 403. 

The operative treatment of perforated ulcer of 
the stomach or duodenum must be determined at 
the time of operation by the general condition of 
the patient, and by the extent and degree of the 
associated peritonitis. In those patients who come 
to the surgeon late, when any procedure is haz- 
ardous, one of the following methods must be fol- 
lowed: (1) closure of the perforation with adequate 
drainage of the peritoneal cavity; (2) when this is 
impossible, packing and drainage down to the area 
of perforation, in which event a second operation 
becomes imperative as soon as the condition of the 
patient permits; and (3) a jejunostomy is rarely 
the method of choice. There is another group of 
cases in which the patients are seen very soon after 
the perforation, are in good condition, and in whom 
the infection is localized to the upper right quadrant 
of the abdominal cavity. In this group the question 
arises as to the advisability of doing something 
more than merely closing the perforation, with an 
idea of effecting a more rapid and complete cure. 

The author gives the results of operative treat- 
ment of 19 cases. He does not believe that in the 
second group of cases the mortality is increased by 
gastro-enterostomy, and advocates it in event the 
patient’s condition will at all warrant it. The 
immediate mortality in these cases, regardless of 
operation performed, was 47 per cent. ‘Ten of the 
patients were treated by immediate closure and 
gastro-enterostomy with a mortality of 30 per cent. 
Of those patients having a perforation more than 
48 hours before operation, too per cent died. 

In event the ulcer has perforated high up near 
the cardia in an inaccessible location, or in those 
cases in which the condition of the patient does not 
permit an extended search for the perforation, the 
indication is to exclude and put to rest the entire 
stomach and duodenum, and this is best done by 
jejunostomy and jejunal feeding. There are 
exceptional cases in which local conditions prevent 
excision of the ulcer in which a jejunostomy is 
indicated. Excision of the ulcer-bearing area in 
the presence of an acute perforation is very dan- 
gerous and is rarely indicated. GATEWoob. 
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Lerche, W.: A Contribution to the Etiology of 
Cancer of the Csophagus and Stomach. 
Surg., Gynec. & Obst., 1916, xxiii, 42. 


The author briefly touches upon the geographical 
distribution of cancer, and having collected 4,020 
cases of cancer of the oesophagus and a fairly large 
number of cases of cancer of the stomach, discusses 
the reason for the peculiar distribution of the 
growths in those organs and compares this distri- 
bution to that of the cicatrices from swallowed 
corrosive fluids in the same organs. 

This forms the working basis for the author’s 
contention that ‘the chronic irritation from the 
ingestion of hot fluids is an important predisposing 
cause of cancer of the oesophagus and stomach.”’ 

After a brief discussion of the occurrence of can- 
cer in animals and a comparison between the cancer 
statistics of Norway and Italy the author concludes: 

1. Cancer of the oesophagus and stomach is 
peculiarly prevalent among the inhabitants of the 
temperate climate zone. 

2. The relative frequency with which cicatricial 
strictures from swallowed corrosive fluids occur in 
the various parts of the oesophagus increases from 
above downward. In other words, the widest parts 
of the oesophagus are the most frequent sites of 
such strictures and for physiological reasons. 

3. The distribution of cancer in the oesophagus 
corresponcs to that of the cicatricial strictures from 
swallowed corrosive fluids, and in all probability for 
the same physiological reasons. 

4. Any part of the oesophagus and stomach may 
be the starting point of cancer with the exception of 
the pyloric sphincter which rarely seems to be the 
primary focus. The organ immediately beyond, 
namely, the duodenum, is practically immune from 
cancer. The reason for the two latter phenomena 
is probably that the ingesta do not ieach the pyloric 
sphincter until they are properly modified. 

5. In v ew of the foregoing conclusions it seems 
logical to look to the ingesta of civilized man for 
the source of chronic irritation, which leads to 
malignant changes of the oesophagus. 

6. The supposition that swallowed fluids after 
emanating from the cardia are directed along the 
“gastric gullet”? to the prepyloric region, is strongly 
supported by the fact that the cicatrices from 
smaller quantities of swallowed corrosive fluids are 
usually found along this path. 

7. Seventy-nine per cent of cancers of the stom- 
ach are also found along this path — the cardia, the 
“gastric gullet,” and the prepyloric region. 

8. As cancer of the stomach follows the “high- 
way of the fluids” it seems logical to assume that 
ingested fluids in particular may be responsible. 

9. Alcohol and other irritating fluids probably 
play a part, but in the opinion of the author “hot 
fluids,” so universally taken throughout the tem- 
perate climate zone, in the form of coffee, tea, 
soups, etc., and giving rise to chronic irritation, is 
the main predisposing cause of cancer of the cesopha- 
gus and stomach. 
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1o. Cancer of the oesophagus occurs less fre- 
quently in women than in men, because women 
drink more slowly and take smaller swallows, which 
pass quickly through, thus saving the oesophagus, 
while the less resistant mucosa of the stomach 
where the fluids come to a stop is more equally ex- 
posed in both sexes. 

11. The fact, therefore, that the ratio of cancer 
of the oesophagus in men and women is 3.5 to 1, 
while cancer of the stomach occurs almost equally 
frequent in the sexes, points strongly to “hot fluids’’ 
as the important predisposing cause. This is 
further substantiated by the results of a compari- 
son between the cancer statistics and the habits of 
the people in the north and south of Europe, by 
the relative freedom from cancer of the oesophagus 
and stomach enjoyed by the aborigines of hot 
climates, and the extremely rare occurrence of can- 
cer of the oesophagus in animals. 


Friedenwald, J., and Kieffer, R. F.: The Value 
of the Quantitative Elimination of Dissolved 
Albumin in the Gastric Contents in the Diag- 
nosis of Cancer of the Stomach. Am. J. M. 
Sc., 1916, clii, 321. 

Wolff and Junghans were the first to report a 
special method for the estimation of the soluble 
albumin in the gastric extract which they claim is 
of great value as an aid in the diagnosis of gastric 
cancer. More recently Smithies has confirmed the 
value of this test. 

From a careful study of their own cases, together 
with the cases of others, the authors feel justified in 
concluding that the Wolff-Junghans test is of great 
value as an aid in the diagnosis of certain forms of 
gastric carcinoma, and when taken in conjunction 
with the other signs of the disease may be of the 
greatest diagnostic help. The test is, however, 
only useful in the diagnosis of the disease, when 
there is an absence of free hydrochloric acid in the 
gastric contents, and then only when the question of 
even traces of blood can be eliminated, and in the 
absence of all retained food residue or of swallowed 
saliva or sputum. 

The test has its greatest significance in the diag- 
nosis between simple and malignant achylias. 
Positive reactions are rarely observed in simple 
achylias, while they are frequent in cancer. 

In fractional analyses in simple achylias the acid 
and protein curves follow each other closely, 
while in malignant conditions there is a marked 
divergence between the protein and acid curve. 

Positive reactions occurring under normal con- 
ditions or in simple achylia gastrica appear in dilu- 
tions of one-tenth, one-twentieth, one-fiftieth, while 
when still present in dilutions of one one-hundredth, 
one two-hundredth, and one four-hundredth, there 
is marked evidence of malignancy. 

The test is positive in at least 83 per cent of gastric 
cancers, presenting an absence of free hydrochloric 
acid, and in 72 per cent of early cases. It occurs 
almost as frequently as the absence of free hydro- 
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chloric acid in this disease — 89 per cent absence 
of free hydrochloric acid to 82 per cent positive 
Wolff-Junghans reactions. It is more frequent than 
the presence of lactic acid — presence of lactic 
acid, 78 per cent, positive Wolff-Junghans test, 83 
per cent +- or the Oppler-Boas bacilli — presence of 
Oppler-Boas bacilli, 76 per cent, positive Wolfi-Jung- 
hans test, 83 per cent. 

A positive reaction rarely occurs in malignant 
growths in the abdomen not involving the stomach; 
in gastric ulcer, except in cases associated with 
stenosis and dilatation; or in chronic gastritis or 
simple achylias. While the test is of value as an aid 
in the diagnosis of gastric carcinoma, it is only then 
of significance when taken in connection with 
the other signs of the disease, and thus is an addition- 
al means of aiding in the detection of a disease 
frequently most difficult of diagnosis. 

GrorceE E. BEILBy. 


Gramen, K.: Pyloric Exclusion (Ueber Exclusio 
pylori). Tr. XI North. Surg. Cong., Goeteberg, 
1916, July. 


The author re-examined 23 cases operated upon 
by Key, the period of observation ranging from 
eight months to eight years. In 17 cases Wilms’ 
method—the suturing of strips of fascia around the 
pylorus—was employed, and the X-ray examina- 
tion in all cases showed complete exclusion of the 
pylorus. In 6 cases Rissler’s method was employed 
—partial division of the posterior wall of the ventri- 
cle and suture to the anterior wall of the ventricle— 
and failed in two instances, due probably to the 
suture giving way in the muscularis which was 
end-to-side. After the method of Wilms quite a 
few recurrences result if ligation with silk is em- 
ployed before the fascial strip. Only 3 of the op- 
erated patients had any postoperative symptoms. 
One had symptoms of pancreatic disease; another 
showed adhesions when examined by the X-ray; 
and in the third patient the emptying of the ventri- 
cle was too rapid. 

LINDSTROEM stated that he had had occasion to 
perform two autopsies on cases of pyloric exclusion. 
In one case the Wilms’ operation had been per- 
formed. One half year later the pylorus showed a 
lumen the thickness of a lead pencil. In the other 
case the pylorus was folded in by means of deep 
sutures. A year and a half later the pylorus was 
normal, showing no effects of the previous operation. 

L. A. JUHNKE. 


Giovanni, O.: Exclusion of the Pylorus by Intro- 
flexion of the Serosa in the Enteric Lumen 
(Exclusione del piloro con introflessione della 
sierosa nel lume enterico). Gazz. d. osp., Roma, 
1916, Xxxvii, 965. 

Giovanni describes a new method of excluding 
the pylorus, based on the power of peritoneal ad- 
hesions, and for which he claims certain advantages 


over the established procedures of Eiselsberg and 
Wilms. 
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Giovanni makes an incision involving all the layers 
and about 5 to 6 cm. long following the longitudinal 
axis of the tract lying between the stomach and the 
first portion of the duodenum; he turns in the 
walls in such a way that the serosa of the two walls 
are brought together in the intestinal lumen. To 
facilitate the formation of adhesions, he abrades 
all the mucosa visible at the time of the incision 
and places a few stitches so that a portion of the 
serosa may be in contact with the walls stripped of 
mucosa. The’ serosa beyond is sutured over the 
whole extent including the angles of the incision, 
and the whole is protected by a piece ot omentum 
sutured over it. 

This procedure has been carried out experi- 
mentally on dogs in conjunction with gastro- 
enterostomy. After some weeks there was evidenced 
good functioning of the new opening and there was 
then reason to believe that the tract of the canal 
between the stomach and first part of the duodenum 
had been transformed into an impervious cord. 

W. A. BRENNAN, 


Jefferson, G.: Carcinoma of the Suprapapillary 
Duodenum Causally Associated with Pre- 
existing Simple Ulcer. Brit. J. Surg., 1916, iv, 
209. 

A middle-aged man was operated upon for symp- 
toms of food retention in the stomach; at operation 
a duodenal ulcer, to all appearances of the simple 
peptic variety, was discovered; a gastro-enterostomy 
was performed, and the patient made a good re- 
covery. Three and a half years later he died, and 
postmortem examination revealed a carcinoma of the 
suprapapillary duodenum, extending into the head 
of the pancreas; obstruction of the duct of Wirsung, 


-with retention cysts of the pancreas; metastatic 


carcinoma in two or three glands at the liver hilum; 
chronic perforative peritonitis of both sacs. The 
stoma of the gastro-enterostomy made three and a 
half years before was patent and normal. The 
pylorus was normal and separated from the growth - 
by 2.5 cm. of healthy, though dilated, duodenum. 

The author is inclined to believe that the patient 
had a latent duodenal ulcer for some time and that 
the gastro-enterostomy brought about complete 
relief for two and a half years when malignancy 
supervened and destroyed his life. The onset of 
pancreatic diarrhoea — a copious, fatty, pale, offen- 
sive stool, containing easily recognizable portions 
of undigested food — as a sign of the complete ab- 
sence from the intestine of the pancreatic ferments 
was coincident with the rapid decline and loss of 
flesh ending in death. 

The bile-duct was not obstructed, the bile alone 
being not sufficient to give a fecal coloring which is 
due to interaction between the secretin and pan- 
creatic juice. There was no glycosuria at any time, 
although the pancreatic duct was completely ob- 
structed, and it has been a common observation that 
the islands of Langerhans are unaffected for a great 
length of time. 
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Duodenal cancer causes death in one out of every 
2,500 hospital patients that come to autopsy. 

Cancer of the small intestine occurs in 3.1 per cent 
of cases upon the basis of 4,177 intestinal car- 
cinomata, but of these 75 per cent have developed 
in the duodenum. 

Fifty per cent of all duodenal cancers are situated 
in the second part of the duodenum owing to the 
complications of the duodenal wall in this region by 
the ampulla of Vater. Fenwick’s analysis of 51 
cases showed that the first part was infected in 11 
cases, the second part in 29, and the third part in 7. 
Geiser’s figures point to the réle played by the 
ampulla in augmenting the incidence of cancer in 
the second part of the duodenum for in 71 cases, 51, 
or 71.8 per cent, were peri-ampullary. 

The gastric mucosa seems to be more susceptible 
to cancer than the duodenum, for several cases are 
on record where a duodenal ulcer has extended 
through the pylorus and become malignant in its 
gastric portion only. 

The occurrence in some duodenal carcinomata of 
cells other than those of the usual cylindrical variety 
has led certain observers to believe that the neoplasm 
could not have started from the columnar cells of 
the duodenal wall. 

The author summarizes as follows: 

1. Carcinoma of the duodenum is a rare disease. 
It is found in 0.04 per cent of hospital postmortems, 
i.e., deaths from all causes. 

2. Inch for inch the duodenum is more liable to 
cancer than the rest of the small intestine. Of 71 
small-intestine carcinomata, 34, or 48 per cent, 
were in the duodenum. 

3. Acausal relationship between simple ulcer and 
cancer is difficult to establish in the case of the 
duodenum. The author, in recording a case of his 
own, has been able to find in the literature only 30 
cases in which carcinoma seems to have developed 
upon ulcer. Several of these cases are very doubtful. 

C. G. Heyp. 


Borchgrevink, O.: Entero-Anastomosis to the 
Greater Curvature (Enteroanastomose auf der 
Curvatum major). Tr. XI North. Surg. Cong., 
Goeteborg, 1916, July. 


The gastrocolic ligament is ligated along the 
greater curvature, and for a distance of 14 cm. is 
separated from the pylorus. The ventricle is now 
brought through a rent in the mesocolon in the 
usual manner and a gastro-enterostomy is per- 
formed after opening the ventricle between the 
vessels in the anterior and posterior wall. The 
author believes the method offers the following 
advantages; the opening is in a location where the 
ventricle and duodenum can easily be inspected with 
the gastroscope. It is extremely easy to apply 
clamps and sutures as everything is freely movable 
and without tension. An incision here does not 
injure the longitudinal muscle at all, and the circular 
layer is divided at the junction of the fibers. The 
jejunum adapts itself to the ventricle much better 
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than in other operations. Finally, it is theoretically 
an advantage to make the opening at the best pos- 
sible location intheantrum. The only disadvantage 
is the fact that the separation of the ligament and 
the numerous ligations of vessels prolong the 
operation somewhat. The method has_ been 
employed in 64 cases of gastric and duodenal 
ulcer. No fatalities occurred from the operation, 
but one patient died on the fifteenth day from a 
pulmonary embolism and another from a perfora- 
tion of an overlooked ulcer at the cardia. The 
method has given the author better results than 
those previously employed. All patients have been 
re-examined and all are satisfied with the result 
obtained. In two cases, however, there was for a 
whole month severe regurgitation of bile into the 
ventricle with vomiting. 

In the discussion, DAHLGREN asked whether 
after such extensive ligation of vessels the nutrition 
of the parts did not suffer, to which the author 
replied that the blood supply of the ventricle was 
so abundant that no danger existed. L.A. JuHNKE. 


Long, J. W.: Enterostomy; a Perfected Technique. 
Tr. South. Surg. & Gynec. Ass., White Sulphur 
Springs, 1916, Dec. 

Enterostomy should never be done as a matter of 
choice. When indicated it is a life-saving measure 
and has rescued many a patient from an untimely 
grave. The indications may be roughly grouped as 
follows; (1) to relieve temporarily patients suffering 
with intestinal obstruction, as from carcinoma of the 
colon; (2), to safeguard an operation done at the 
same sitting, as resection of the bowel; (3) to over- 
come the evil results of a previous operation, for 
instance, obstruction following abdominal section; 
and (4) to establish an opening through which to 
feed a patient, as a jejunostomy done for inoperable 
conditions of the stomach. An application of 
enterostomy was illustrated by a case of intestinal 
obstruction following abdominal section. Purga- 
tives are not permissible, enemas fail, and the patient 
grows rapidly worse. It is in cases of this kind that 
enterostomy offers the greatest relief. 

A general anesthetic is not necessary. Tact on 
the part of the surgeon and a local anesthetic amply 
suffice. The patient need not be moved from the 
bed. Under the plea of “dressing the wound” 
a few stitches are removed and the edges of the in- 
cision gently separated. When the peritoneum is 
opened one should not search for the point of ob- 
struction, unless it be easily reached, but content 
himself by dealing with the first distended coil of 
intestine that presents itself. The emphasis is 
upon distended since it is worse than useless to 
puncture the bowel below the obstruction. When 
the obstruction is purely mechanical and no sepsis 
is present more freedom is allowable. Without dis- 
turbing the parts unduly a purse-string suture, 
preferably of chromic gut, is placed into the bowel 
wall. The needle should be introduced rather 


deeply. An area a good half inch in diameter is 
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included. By catching the suture at two equidistant 
points with forceps and the untied ends between the 
fingers, sufficient tension can be maintained to serve 
the double purpose of steadying the parts and 
reducing the soiling of the field to a minimum. 
While the suture is being held the pencil point of a 
thermocautery is made to slowly burn a hole into 
the intestine. The cautery is preferable to the knife 
or scissors. 

Whenever it is possible to do so, the omentum 
should be drawn about the tube and, if need be, 
stitched in place by one or two fine plain catgut 
sutures. A splendid plan is to puncture the omen- 
tum and pass the distal end of the tube through it. 
Utilization of the omentum to safeguard the in- 
testinal opening both before and after the tube has 
been withdrawn can not be too strongly emphasized. 

When the perforation has been done with the 
cautery, the edges properly inverted, and the parts 
surrounded by omentum, the fistula usually heals 
of itself very promptly. ‘The author has had fistule 
that did not leak a drop either before or following the 
removal of the tube. While there is no operation 
more serviceable than an enterostomy when in- 
dicated there can be nothing more annoying than 
a fecal fistula that will not heal. The technique 
presented reaps the benefits of the one and avoids in 
a oi? percentage of cases the evil effects of the 
other. 


Quain, E. P.: A New Instrument for the Applica- 
tion of the Sewing Machine Stitch in Gastro- 
Intestinal Surgery. Tr. West. Surg. Ass., St. 
Paul, 1916, Dec. 

Absolute haemostasis is necessary for safe and 
successful gastro-intestinal surgery. Attention is 
called to the double, interlocking, through-and- 
through, running suture made by the ordinary 
sewing machine. Wherever this type of suture can 
be applied to living tissues, bleeding is practically 
impossible. A special curved needle has been made 
with an eye near the point and a flat handle to which 
one end of the catgut is fastened. The catgut runs 
in a groove on the convex side of the needle shaft 
through the eye near the point, and the other end 
is tied to a long needle which serves as a “shuttle.” 
The special needle is pushed through the tissues 
about to be sutured until the eye, with a loop of 
catgut, appears on the opposite side. The ‘‘shuttle”’ 
needle carrying the other end of the catgut is passed 
through the loop and the special needle is with- 
drawn. This forms the interlocking, ‘sewing 
machine stitch” and is the one used for the poste- 
rior suture in gastrojejunostomy. For the anterior 
suture line the same stitch is made by passing the 
needle from inside the jejunum out through the 
serosa, then over to the gastric margin which is 
penetrated in reverse order. The catgut loop is 


picked up by the “shuttle” needle on the gastric 
mucosa. 

Quain has used this suture in 17 gastro-enterosto- 
mies and excisions of gastric ulcers, and in 3 bowel 
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resections. To prove its hemostatic efficacy gastric 
lavage was given after the gastro-enterostomies. 
Only an occasional shred of clotted blood, which 
probably escaped during the operation, was found 
in the stomach. By this method he has been able 
to save nearly half the time previously employed 
in gastro-enterostomy. 

This method has a place in other surgical fields. 
It has been applied with satisfaction in haem- 
orrhoidectomy, thyroidectomy, etc., but it is not 
practical for skin suture. 


Draper, J. W.: Intestinal Obstruction. 
Ass., 1916, Ixvii, 1080. 


The cause of death in intestinal obstruction is 
still unknown, but all recent studies point to aber- 
rant activity of the duodenal and probably pan- 
creatic cells. The old hypothesis that the toxin is 
of bacterial or food decomposition origin may be 
looked on as discarded. Dehydration is of no 
greater importance in this than in other toxzmias. 

There is an important ratio between the toxicity 
of the intestinal epithelium and its digestive power. 
The intricate syndrome autotoxemia occurring in 
man will be better understood when we know the 
cause of death in duodenally obstructed dogs. 

Epwarp L. Cornet. 


Canad. J. M. & 


J.Am.M., 


Starr, C. L.: Intussusception. 
S., 1916, xl, 133. 

The paper is based upon 46 cases, with 31 deaths 
and 15 recoveries. The time of admission varied 
from three hours after the onset of symptoms to 
eight days. The average time of admission of all 
cases of intussusception during the past 15 years 
at the Children’s Hospital has been fifty-seven hours. 
The best time to diagnose a case of intussusception 
is during the first twenty-four hours. The average 
admission time of the fatal cases was seventy-four 
hours and the admission time of the recovered cases 
was thirty-two hours after the onset of symptoms. 

In regard to the etiology, in most of the cases 
there was a history of intestinal disturbance, either 
marked constipation or diarrhoea, and it was also 
a fact that three-fourths of the cases occurred in 
the summer months when intestinal infections are 
most frequent. 

In a child under two years of age the onset of 
acute pain, vomiting, collapse, one or two fecal 
stools, followed by straining and the passage of 
blood and mucus and possibly a palpable tumor 
are characteristic diagnostic signs of intussuscep- 
tion. 

In iliocolitis there is always some fecal content; 
whereas in intussusception no bile or bowel content 
passes after the first one or two stools. 

The author believes that surgery is the only 
treatment and the diagnosis is readily made within 
the first twenty-four hours. If operation is per- 
formed within the first twenty-four hours it is 
comparatively easy to reduce the intussusception. 
It is after this period that the amount of con- 
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gestion and cedema of the tissues makes reduction 
almost impossible and the only operation in the 
nature of a resection that the author advocates is 
the so-called Jessup’s operation. C. G. Heyp. 


Eddy, I. H.: Perforation in Typhoid Fever; Report 
of a Case Associated with Acute Typhoid Ap- 
pendicitis in a Child Aged Seven. Surg., 
Gynec. & Obst., 1916, xxiii, 451. 


The frequency of perforation varies greatly in 
different epidemics. The author’s study of the 
literature shows that about 12 per cent of the total 
death-rate is due to this complication, and that about 
80 per cent of the perforations are found in the 
lower ileum; 50 per cent of the perforations occur 
during the second and third week and the trouble 
is twice as frequent in adults as in children. Jopson 
was able to find only 21 cases under ten years of 
age prior to 1909. Violent muscular movements, 
distention, diarrhoea, vomiting, dietetic errors, and 
separation of the slough are given as factors pre- 
disposing to perforation. 

The onset is sudden, and is characterized by 
severe pain of rapid progressing intensity, local ten- 
derness, chill, vomiting, and collapse; associated 
with a rapid rise in temperature, pulse-rate, blood- 
pressure, and leucocytosis. 

The importance of an immediate diagnosis is 
emphasized and the differential diagnosis of acute 
appendicitis, haemorrhage, ileus, acute intestinal 
obstruction, acute pelvic lesions, and infections of 
the gall-bladder are discussed in detail. 

The treatment is surgical. In the choice of in- 
cisions one should not lose sight of the fact that 80 
per cent of the perforations occur in the lower part 
of the ileum. The perforation can be closed in 
most cases by a purse-string suture reinforced by 
Lembert or mattress sutures, care being taken not 
to constrict the gut. Free drainage should be 
established, the Fowler position assumed, and 
morphine employed until the peritonitis becomes 
well localized. 

The case is reported of a child, age 7, who com- 
plained of headache, August 28; was seen by Dr. 
Nicholson September 9; temperature varied from 
normal to 105°. Was seen in consultation by the 
author September 15. September 17 at 7 p. m., 
the patient was seized with a chill, vomiting, and 
severe pain in the right side followed by collapse. 
The temperature rose from 102.8° to 105.6°; pulse 
from 120 to 160 in two hours; leucocytosis 32,000. 

The child was removed to the hospital for im- 
mediate operation. The appendix was removed, a 
perforation about 16 inches from the ileocecal valve 
closed, and two additional ulcers that showed clearly 
through the peritoneum reinforced. The child made 
a splendid recovery and was shown at the Chicago 
Medical Socicty at the time the paper was presented. 

The author’s conclusions are as follows: 

1. While perforation varies greatly in different 
epidemics, about 12 per cent of the total death-rate 
is due to this complication, 
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2. Perforation occurs in about 3 per cent of all 

— treated. It is relatively infrequent in chil- 
ren, 

3. Statistics show that over 80 per cent of the 
total perforations occur in the lower ileum. 

4. The location of perforation coincides with the 
study of Baer. 

5. The majority of cases perforate during the 
second and third week. 

6. Diarrhoea is an important factor in its pro- 
duction. 

7. Acute abdominal pain during the course of 
typhoid should always be taken seriously. 

8. The sudden rise of blood-pressure is positive 
evidence of perforation, while an unchanged press- 
ure is not of negative value. 

g. The importance of a careful study of the blood 
cannot be overestimated. 

10. The welfare of the patient depends on the 
physician’s ability to differentiate bet ween the symp- 
toms of perforation and those of the resulting 
peritonitis. 

11. The treatment of perforation is surgical, and 
the death-rate is in inverse ratio to the length of 
time allowed to elapse before operation. 

12. Opiates are indicated as soon as perforation 
has taken place and should be continued until the 
peritonitis has become well localized. 


Nix, J. T., Jr.: Rare Case of Intestinal Stasis and 
Its Treatment. South. M. J., 1916, ix, go8. 


The author reports the case of a woman, 34 years 
old, who had suffered with symptoms of intestinal 
stasis for more than fifteen years. ‘The transverse 
colon was hopelessly kinked from caecum to sigmoid, 
exhibiting the most extreme type of ptosis. 

At operation adhesions between various surfaces 
of the small bowel and abdominal parietes were 
thoroughly divided, and the raw peritoneal sur- 
faces sponged with a sterilized 3 per cent solution 
of sodium citrate in order to prevent subsequent 
adhesions if possible. The lower end of a Murphy 
button was inserted in the rectum and held in posi- 
tion at the beginning of the sigmoid. The ileum, 
at a point near the ileocecal valve, was divided 
between clamps with a Paquelin cautery. The 
cecal end was closed by a continuous suture and 
inverted with a purse-string stitch, while into the 
upper end was inserted the other half of the Murphy 
button. The halves of the button were joined and 
the operation completed. After twelve days the 
button had not passed, but with a little traction 
upon the silk tape it was easily removed. The 
patient made an uneventful recovery. 

The advantages of the application of the Murphy 
button for short circuiting are: 

1. Simplicity. The method is shorter by fifteen 
minutes than the suture method. 

2. The most dangerous section of bowel, from 
an infectious standpoint, the colon, is not incised, 
but simply punctured with a Paquelin cautery, 
thereby eliminating contamination. 
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3. It is an end-to-side anastomosis, simulating 
the ileocecal valve. 

4. If the button lodges and is not passed in due 
time, it can be removed with slight traction upon 
the attached thread. Epwarp L, CorNELL. 


Yeomans, F. C.: Malignant Transformation of 
Benign Intestinal Growths. Med. Rec., 1916, 


XC, 537: 


The benign tumors of the colon and rectum are 
the solitary polyp, multiple polyposis, multiple 
adenomata, and the villous tumor, all of which have 
a common origin from the intestinal mucous mem- 
brane. The etiology of these growths is unknown, 
the causes advanced being entirely theoretical. 
Clinical experience justifies the belief that most of 
them are inflammatory in origin, as evidenced by 
the frequent history of a preceding dysentery or 
colitis and by therapy, regression following removal 
of the irritating substances by colonic lavage. 

That benign growths may change to malignant is 
beyond doubt, but why this occurs cannot be 
explained. All that can be stated positively is 
that cancer begins as a small local process; that it 
excites no reaction in the blood whereby a diagnosis 
can be made; that the individual cancer-cell is the 
parasite of cancer, and whatever eventually explains 
the origin of cancer will also explain the transforma- 
tion of a benign into a malignant growth. 

While malignant change in a simple polyp is 
rare, such changes do occur from repeated traumata, 
and both single and multiple polypi or adenomata 
should be removed at the earliest moment. 

Villous tumors differ in no way from simple 
adenomata except in form and size, though they 
may be clinically malignant on account of their 
tendency to bleed. These growths should also be 
extirpated early. 

Multiple adenomata constitute the most impor- 
tant form of benign growths of the intestine, the 
chief danger being their tendency to change into 
adenocarcinomata. The treatment is palliative 
and operative. Enterostomy prevents fecal irrita- 
tion of the tumors but it must be maintained for a 
long time after the disappearance of the growths. 
Removal of the tumors singly or en masse is unsatis- 
factory because of the liability of a malignant 
recurrence. The ideal procedure is radical extirpa- 
tion of the portion of the colon involved, probably 
best done by operating in two stages, first ileosig- 
moidostomy and later colectomy. Should the 
tumors disappear after enterostomy the opening 
may be closed; if they persist, after a prolonged 
trial of irrigations, a partial or total colectomy is 
indicated. E. K. ARMSTRONG. 


Turner, G. G.: Dangers of Intestinal Exclusion. 
Brit. J. Surg., 1916, iv, 227. 

Operations on the intestinal tract are performed 
in which no outlet is provided for the intestinal 
mucous secretion. This oversight sometimes leads 
to fatal results. 
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There is a large amount of secretion from the 
mucous membrane even under normal conditions 
and when stimulated into greater activity by 
irritation or infection it may be enormous, as in the 


familiar example of colitis. 


A portion of the bowel is said to be completely 
excluded when it is cut off at both ends from the 
rest of the intestinal canal, though retaining its 
normal vascular and nerve mechanisms. ‘There is 
abundant clinical evidence to show that a large 
amount of secretion continues to be poured into the 
excluded loop. Should the contents of the excluded 
bowel remain sterile it will be filled with mucus 
and will become gradually distended until either 
its wall gives way or a cyst forms. The latter is 
liable to infection which may subsequently perforate 
into the peritoneal cavity. 

The following illustrative cases are given: 

1. The first a malignant growth of the 
ascending colon was excised, both ends of the bowel 
being closed and a lateral anastomosis made 
between the lower ileum and the transverse colon. 
The ileocecal valve proved competent, and the 
cecum burst; this gave rise to a localized abscess, 
which in turn led to perforation of the external 
iliac artery and the death of the patient seven weeks 
after the operation. 

2. The patient was a man, aged 40, who was 
admitted to the hospital with a diagnosis of cancer 
of the cecum. Upon further observation the 
diagnosis was amplified to malignant growth of the 
caecum associated with abscess. The first operation 
was for drainage but at the end of three days there 
was no respite in the obstructive symptoms and an 
ileosigmoidostomy was performed. The patient 
made an immediate recovery and left the hospital. 
Nine weeks later he was readmitted as an ab- 
dominal emergency. The patient stated that after 
leaving the hospital his condition improved, the 
bowels acted regularly and he was able to return 
to work. A little pus was discharged from the 
cecal fistula but never any fecal matter. The 
opening gradually became smaller. On the day of 
admission, at 11 o’clock in the morning the patient 
was seized with severe abdominal pain with vomit- 
ing and upon admittance to the hospital the ab- 
domen was rigid and very tender. 

At operation a median incision below the um- 
bilicus was made, and a large quantity of thin 
purulent matter was found in the abdomen. The 
anastomosis was perfect. The cecal growth was 
larger than at the previous operation but without 
signs of perforation or sloughing. The blind end 
of the ileum, however, was found to be distended 
to four times its normal size with several small 
yellowish areas as though the wall were sloughing, 
but with no actual perforation. This cystic ileum 
was delivered.out of the abdominal wall and opened 
and Paul’s tube inserted. The man made a rapid 
recovery and left the hospital at the end of two 
weeks, but subsequently died of the malignant 
growth. 
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The author’s explanation of the case is that after 
the short-circuiting of the parts the growth gradually 
involved the ileocecal valve, causing complete 
obstruction, so that the excluded portion of the 
ileum could not empty its contents into the large 
bowel. The secretion collecting in the cul-de-sac 
became infected from the ulcerating growth, the 
subsequent events being the counterpart of what 
occurs in acute appendicitis. C. G. Heyp. 


Quarelli, B.: Study and Researches on the Ileo- 
czecal Region (Studio e ricerche sulla regione ileo- 
cecale). Gior. d. r. Accad. di med. di Torino, 1916, 
Ixxix, 191. 


Upon the basis of the literature of more than 300 
publications and on the careful study of 230 cadav- 
ers besides many cases studied during life the 
author criticizes the four morbid syndromes in the 
ileocecal intestinal segment which have been 
formulated in recent years. These syndromes are 
those comprised under the names ‘‘cacum mobile,” 
‘“‘membranous pericolitis,” “chronic intestinal 
stasis” (Lane); and the “insufficiency of the 
ileocecal valve (Herz). 

With regard to “cecum mobile” the clinical 
researches and autopsy findings of the author leads 
him to conclude that it is not a distinct disease, as 
it very often occurs with a complete absence of 
clinical disturbances, and because even in the more 
pronounced forms it represents only a particular 
congenital disposition and is in fact only part of 
an enteroptosis which cannot be considered as a 
disease. 

Regarding Lane’s theory of “chronic intestinal 
stasis,’ the author directs attention to the adher- 
ences about the termination of the ileum, appendix, 
ascending colon, etc., which Lane considers as 
legamenti accessori ed acquisite created by nature 
to prevent the prolapse of certain intestinal seg- 
ments. 

While the author acknowledges that the mate- 
rial on which his conclusions are arrived at is rather 
limited when compared with the large number of 
English and American observations, yet he believes: 
(1) that although Lane’s kink may, owing to the 
obstacles created, cause a series of clinical symptoms 
demonstrable by the X-ray and a complex of anato- 
mopathologic alterations, only by further studies 
can a decisive opinion be arrived at regarding this 
entity; (2) that the mechanism of production of a 
Lane’s kink is not always identical; (3) that it does 
not appear to be demonstrable that there is a 
band of new formation in the sense described by 
Lane. 

Regarding Jackson’s membranous pericolitis, 
Quarella prefers the theory of congenital origin 
of the membrane and thinks that it is the per- 
sistence of the right epiploic diverticulum, the colic 
epiploon of Haller. This was put forward as a 
simple hypothesis by Keiller of Galveston and was 
demonstrated by Leveuf in France on a certain 
number of foetuses. The author’s researches on 


cadavers have shown it to be absolutely true in 
all cases which respond to Jackson’s original de- 
scription; moreover, he has been able by careful 
dissection to establish almost constantly the direct 
continuity of the membrane with the great omentum 
both by its anatomical features and by its vascular 
dispositions. 

With regard to the etiological question of the 
insufficiency of Bauhin’s valve, the author’s studies 
have led him to these conclusions: The valve 
which is incontinent in the foetus and in the infant 
till about the end of the first year is perfectly 
continent in the normal adult during the contrac- 
tions of the cecum. But it may become incon- 
tinent because of (1) anomalies of formation; (2) 
ectasia of caecum; (3) chronic processes (such as 
perityphlitis); (4) by contracture of the ascending 
colon and consequent increase of cacal pressure; 


(5) by specific lesions (ulcer, tuberculosis, etc.); ° 


(6) according to Herz by alteration in the mucosa. 

The author finds from his studies that valvular 
insufficiency is especially concomitant with cecal 
ectasia and the occurrence of chronic processes and 
that it is secondary to them; and that contrary to 
Herz’s view insufficiency of the valve is not an 
autonomous morbid entity. 

The author further is of the opinion that ‘caecum 
mobile,’ “‘membranous pericolitis,” ““Lane’s kink,” 
and “valvular insufficiency” are all only variations 
of the same syndrome, which has assumed a partic- 
ular individuality according as the originators of 
these so-called entities were attracted to particular 
manifestations of the anatomopathologic alterations 
met with. There is one essential factor in all these, 
that is, that all these affections only cause trouble 
by one method, retardation in the progress of the 
mechanical function of intestinal evacuation. 

The author does not agree with the mechanical 
theory that intestinal stasis is a function of restrict- 
ing bands and torsions, because it does not explain 
all cases. He thinks there are two varieties of 
stasis; i.e., functional or dynamic stasis and mechan- 
ical stasis. 

The particular class of mechanical stasis which 
occurs in the ileocewcal segment alone has occupied 
the author’s attention and for these he proposes 
this classification: 

1. Stasis due to ileal inflexion. 

2. Stasis in the cacum and ascending colon. 

3. Stasis due to obstruction at the level of the 
left colic angle. 

4. Stasis due to sigmoidal alterations. 

The first two forms are the most important. 
Ileal stasis and stasis of the right colon are distin- 
guished from terminal stasis by the fact that the 
former is accompanied by phenomena of general 
intoxication which are either wanting or very slight 
in the latter. 

Ileal stasis is, in the opinion of the author, clearly 
dependent on Lane’s kink, as has been proved by 
manifold observations, but it is otherwise with 
stasis of the right colon. Operative interference 
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alone will clear up the cause of these, and different 
cases will show that they may be due to these 
causes: 

1. Habitual torsion of the caecum. 

2. Cwco-colic inflexion. 

3. Membranous pericolitis. 

4. Peritonitis secondary to affections of the 
appendix, biliary passages, etc. 

5. Either primitive or secondary insufliciency 
in the muscular tone of the caecum. 

The surgical treatment will depend on what is 
found in the individual case. W. A. BRENNAN. 


Wohl, M. G.: Sarcoma of the Appendix. 
Surg., Phila., 1916, lxiv, 311. 


Ann. 


Sarcoma of the appendix is rare, there being 
reported in the entire medical literature but ten 
authentic cases. There is great difficulty at times 
in determining histologically whether or not the 
condition of the appendix is of a chronic inflam- 
matory, or of a neoplastic nature. In making a 
diagnosis, the author urges that the clinical picture 
be taken into consideration, as well as the micro- 
scopic findings. Sarcoma of the appendix, especially 
the round-cell type, contrary to the viewpoint held 
heretofore, is highly malignant. ‘There is a chronic 
inflammatory condition of the appendix, in which a 
marked adenomatous and endothelial proliferation 
occurs, that has been considered carcinoma, but the 
clinical history of such cases does not bear out this 
assumption. 

The treatment of sarcoma of the appendix has 
usually been simple appendectomy. The prognosis 
is less favorable than in carcinoma of the appendix. 
The author presents a table with brief histories of 
all cases reported to date including one of his own. 

GATEWOOD. 


Sherrill, J. G.: Acute Appendicitis. Am. J. Surg., 
1916, Xxx, 283. 

Sherrill discusses in detail the differentiation of 
acute appendicitis from (1) rupture of right tubal 
pregnancy, (2) acute intestinal obstruction, (3) 
pneumonia of the right lower lobe, (4) gall-bladder 
affections, (5) right-sided renal and ureteral lesions, 
(6) inflammatory disease of the right tube and ovary, 
(7) the gastric crisis of tabes, (8) typhoid fever, 
particularly with intestinal perforation, (9) tuber- 
culous peritonitis and intestinal tuberculosis, and 
(10) cecal or appendiceal carcinoma. 

The author believes that operation should be per- 
formed in all cases of acute appendicitis as soon as 
the diagnosis can be made. If, in acute lesions in- 
volving the right lower quadrant, the diagnosis 
cannot be arrived at with certainty, he considers 
it surgically wise to operate first and perfect the 
diagnosis afterward. He has found that a high 
leucocyte count, 20,000 to 28,000, has usually been 
of good prognostic omen. 

He does not employ iodine within the peritoneal 
cavity, on account of the adhesions which it in- 
duces. Formerly he was accustomed to irrigate the 
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abdomen in cases of appendiceal peritonitis, but he 
has discarded this technique. 

For an anesthetic he uses nitrous oxide and 
ether, or nitrous oxide alone; in young children 
occasionally chloroform. Within an hour after 
operation the patient is placed in a sitting posture. 
Proctoclysis is used whenever indicated, and the 
stomach irrigated when necessary. No food is 
given until nausea has disappeared, and no attempt 
is made to unload the bowels until after four days. 
He reports one death in his last 240 consecutive 
cases. ALBERT EHRENFRIED. 


Ehrenfried, A.: Appendicitis —a Record of Per- 
sonal Experience in 1915. Am. J. Surg., 1916, 
xxx, 289. 

Ehrenfried speaks of the advantages of the end- 
result system established by Codman, when applied 
to the practice of the individual surgeon. He de- 
scribes the modified plan which he has adopted, and 
proceeds to apply it to his experience with appen- 
dicitis during the year rg15. 

Of 71 cases of appendicitis which he operated upon 
in 1915, 41 were male and 30 female. The young- 
est was 12 and the oldest 50. There were 8 interval 
or quiescent cases, 18 acute undrained cases, 19 
acute drained, 13 appendix abscesses or localized 
peritonitis, and 13 general case peritonitis. Of the 
interval cases three-fourths were in women. The 
proportion of women decreased as the severity of 
the condition increased, and less than one-fourth 
of the general peritonitis cases were females. Three 
males died, one acute appendicitis of septicaemia, 
one general peritonitis of septicemia, and an- 
other general peritonitis, with advanced phthisis 
and a white count of 71,000, 6 hours after a 
brief operation, probably from shock. There 
was one case of postoperative pneumonia, which 
recovered, and one case of exacerbation of a phthisis. 
Three youths with peritonitis developed a toxic 
erythema, one of which was diagnosed as scarlet 
fever. Otherwise there were no complications. 
Excluding these cases, the average stay in the hos- 
pital for the entire series was 17 days. 

The anesthetic was ether by the drop method. 
Under ether anesthesia Ehrenfried believes one can 
operate rapidly and, if the administration is smooth, 
with a minimum of shock. The skin was prepared 
on the table, using benzine, full-strength iodine, 
Harrington’s solution, and alcohol, in sequence. 
This preparation leaves a narrow frame of iodine 
marking the limits of the operative field, which 
preserves its natural color. 

The author advocates the muscle-splitting or 
gridiron incision, where no contra-indication exists. 
This technique allows of a direct and rapid approach 
without destruction of nerve or muscle-fiber, and 
practically without hemorrhage. In clean cases 
it brings one down onto the caecum near the base 
of the appendix, and if an abscess is present it allows 
of a short and direct drainage tract, which does not 
soil the general peritoneal cavity. Oftentimes it 
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opens external to the line of adhesion of omentum to 
the anterior abdominal wall, and as a result the 
abscess can be treated practically as if it were with- 
out the peritoneal cavity. No walling off with gauze 
is used, except when the incision fails to open direct- 
ly into a discrete appendiceal abscess. 

The wound is easily closed; a running catgut 
stitch to peritoneum; a catgut mattress suture for 
each muscle layer: transversalis and internal oblique, 
and a subcuticular silkworm-gut stitch in the skin. 
The short horizontal scar in the flank is scarcely 
noticeable. Hernia following this operation even 
in drained cases, is practically impossible, one reason 
being that the nerve supply to the muscles is not 
damaged. 

For drainage a cigarette wick is placed to the base 
of the appendix or into the abscess, if such exists. 
This is partially removed on the fourth day and 
taken out on the fifth. If, in the presence of a 
copious discharge, a sinus persists, it is dilated every 
second day with the little finger, and balsam of 
Peru is poured directly into the wound, the skin 
edges being approximated by adhesive straps. 

Ehrenfried does not employ the muscle-splitting 
incision in young children, in flabby pendulous 
abdomens, nor in women in whom there is a question 
of tubal infection, in appendiceal abscess where the 
tumor can be felt near the median line, or in cases 
where exploration is intended. In this series it was 
used 47 times, against the right rectus 24. 

As for the after-treatment, in clean cases the au- 
thor allows water to be given immediately upon re- 
quest. Food is omitted for twenty-four hours unless 
the patient was starved before operation, and mor- 
phia is given sparingly when needed. After 
twenty-four hours the patient is given broths, 
malted milk made with water, and orange albumin 
as desired, and a suds enema is administered. On 
the next day soft solids are started. If all goes 
well, the patients sits up in a chair for a half hour 
on the fourth day, and thereafter for increasing 
periods. 

The peritonitis cases have been treated by with- 
holding food and water by mouth for 48 hours, 
maintaining the Fowler position, administering 
20 per cent glucose solution per rectum in sufficient 
quantities, and giving suds or milk and molasses 
enemata as indicated. Recently the author has 
used pituitrin to forestall or relieve distention, 
giving as many as six or more ampoules in twenty- 
four hours, always with apparent benefit. He 
has not refrained, however, in cases of severe disten- 
tion, from using the time-honored methods of stupes, 
drastic enemata, and gastric lavage in the rare 
instances when they have been indicated. 


Backer-Groendahl: Chronic Appendicitis and 
Disturbances of Czcal Function (Ueber chron- 
ische Appendicitis und coekale Funktionsstoerungen). 
Tr. XI North. Surg. Cong., Goeteborg, 1916, July. 


In the author’s experience (170 cases) he has found 
chronic appendicitis to be most common in women; 
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most of them under 30 years of age. In one-third 
of the operated cases anomalies of the colon were 
present (atony, ptosis, cecum mobile). Appendec- 
tomy produced the best results in those cases in 
which there were changes in the appendix or in 
which a clear history of previous attacks was 
present. If, however, the operation was performed 
for dyspepsia or stasis the result was poor and it 
was worse in the cases with associated anomalies 
or changes in the colon. These cases, however, can 
be cured by prolonged medical or eventually 
surgical treatment. L. A. JuHNKE. 


Showalter, A. M.: When to Operate in Appendicitis 
Cases. Virg. M. Semi-Month., 1916, xxi, 269. 


The time to operate in appendicitis is just as soon 
as a diagnosis has been made. In those cases in 
which consent is refused the author will not assume 
the responsibility and insists that another physician 
be called. Operation is thought to be the safest form 
of treatment even after the second or third day, the 
secret of results depending upon what is done in 
the individual case. When infection is limited to the 
appendix there is no more danger in operating the 
fourth day than there is the first, while if it is not 
limited, the sooner drainage is instituted the better. 
In these cases conservatism is the keynote. 

The author believes that an exception should be 
made in cases in which the mental attitude of the 
patient and family are unfavorable, or where the 
patient’s physical condition would render the shock 
of the operation extremely dangerous. 

K. ARMSTRONG. 


Lynch, J. M., and McFarland, W. L.: Colonic 
Infections; Some Rarely Observed Unclassified 
Types. J. Am. M. Ass., 1916, Ixvii, 943. 


In studying the intestinal canal it should be 
looked on as a unit, the divisions being marked 
by the sphincters into oral, central, and caudal. 
It is the unusual infections of this last segment 
that the authors are concerned with. ‘Twenty-one 
clinical cases are studied and the literature reviewed. 

It is demonstrable that the rate of progress of 
intestinal contents is directly proportionate to their 
toxicity; i.c., the greater the toxicity the greater 
the progress. Hence, the greater the toxicity the 
less the digestive and absorptive power of the 
intestine, thus automatically acting as a protection 
for the organism. 

The conception that the ileocecal valve is a 
mechanical one is erroneous, as experiments show 
it to be a neuromuscular contrivance controllable 
by injections of epinephrin. Again, the inhibitory 
center located in the terminal ileum no doubt 
plays a considerable réle in constipation. 

Follows then the detailed histories of two cases 
of colonic infection, one acute and the other chronic. 
In the series, 11 were acute, and to chronic; the 
average age of the former being 26, that of the 
latter 37. The average duration of the acute was 
32 months and that of the chronic 70 months. 
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In the majority of cases there is a sudden onset of 
diarrhoea, blood, mucus, and quantities of pus, 
with rapid pulse and high temperature. No 
specific organism is found. The rectal mucous 
membrane is oedematous, dark red, and granular 
with no definite ulcers. Later, the oedema dimin- 
ishes, patches of exudate appear, and numerous 
ulcers make their appearance. Under treatment 
these gradually disappear and the typical dry, 
shiny appearance of atrophy takes place. The 
histopathology is that of an acute inflammation 
of the mucous membrane and its subjacent struc- 
tures. No unusual forms of bacteria or predominat- 
ing forms are found on bacteriological examination 
of the discharges. In 50 per cent of the series the 
appendix showed similar pathology. 

A brief review of the literature on colonic infec- 
tion is given; most of the cases, however, being of 
the specific type, no attempt being made to differ- 
entiate these from the non-specific. 

Of the 11 acute cases, 9 were operated on. Of 
these 3 are cured, 3 are almost cured, 2 are im- 
proved, and one died. 

Of the 9 subacute cases, 7 were operated on. Of 
these 4 are cured, the other 3 being complicated by 
multiple polyposis and while improved are likely 
to recurrences. 

The operation of choice is ileostomy with local 
rectal treatment; next, appendicostomy with irri- 
gations. 

The deductions drawn from this series are: 

1. Acute purulent infections of the colon can be 
cured only by putting the entire involved area at 
rest. 

2. Striking improvement in the acute cases is 
seen after ileostomy. 

3. The old idea that if a stoma were made in 
the small intestine the patient would lose ground 
has been proved a fallacy. 

4. A stoma to be effective must be placed oral 
to the infection. 

5. The infection usually begins as an acute pro- 
cess and is often overlooked because there is no 
definite ulceration. 

6. The segmental character suggests diminished 
tissue resistance due to a change in the vasomotor 
nerves, as an etiological factor. 

7. No active bacterial agents have as yet been 
demonstrated. P. M. Case, 


Reed, C. A. L.: Treatment of Constipation by 
Conservative Surgical Correction of Retarda- 
tive Displacement of the Colon. J. Am. M. 
Ass., 1916, Ixvii, 986. 

The chief causes of constipation are ptosis with 
retardative angulations of the colon; large, flabby 
cecum; dilated ascending colon; atrophied or redun- 
dant transverse colon; retardative angulation at 
the splenic flexure; retardative angulation at or 
near the terminal ileum with or without adhesions; 
and redundancy of the sigmoid. It is the correc- 
tion of these by surgical means that Reed advocates. 
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The central idea in surgical treatment of mechan- 
ical stasis is to restore as far as possible the physio- 
logic drainage of the intestines. This may be 
accomplished in two ways: 

1. By radical measures such as excision of the 
cecum, resection of the transverse colon or sigmoid, 
colectomy or other short-circuiting operations. 

2. By conservative measures such as plication 
of the mesocolon, fixation of the sigmoid, gastro- 
pexy, and omentopexy. Reed’s method falls in the 
latter class and is known as the parietal implanta- 
tion of the colon; its object being to permanently 
restore the ptotic colon and stomach to their normal 
position. 

The important step in the operation is the sutur- 
ing of the omentum to the transversalis fascia after 
an incision through the upper part of the abdomen. 
This not only fixes the transverse colon and stomach 
but raises the cecum and relieves the retardative 
angulations at either the hepatic or splenic flexures. 
Previously all inflammatory conditions have received 
appropriate treatment. 

Emphasis is put on the point that this is merely a 
conservative method and is not intended to sup- 
plant any of the more radical methods. Hence, 
to be successfully used, the cases must be carefully 
selected. 

The author has used this method alone in 226 
cases and in 62 others in combination with some 
other procedure such as cholecystotomy, resections, 
or anastamosis, etc., and reports a gross mortality 
of 2 per cent with no deaths where parietal 
implantation alone was used. 

Permanent results varying from marked improve- 
ment to functional cures are reported in 250 of 
these cases. P. M. Cuase. 


Martin, F.: Colon Resection and Its Indications. 
Maryland M. J., 1916, lix, 235. 

There is no doubt that cancer of the colon is an 
undisputed surgical problem which should be dealt 
with by widespread resection, the sooner the better. 

In analyzing the results of colon resection, no 
case should be reported favorably until it has been 
kept under surveillance for a considerable period, 
as its merits are to be judged by ultimate results. 
The operation is strictly of a major sort, and should 
be undertaken only in obstinate and exaggerated 
cases, but before the development of a toxemia 
that of itself will defeat the good effects of the 
operation. It is an operation too hazardous to be 
undertaken for the relief of constipation alone, it 
being better to treat the localized obstruction or 
sharp angulations which are present in so many of 
these obstinate cases, rather than do a total resec- 
tion. The dangers attending the operation are 
remote postoperative ileus as well as immediate 
obstruction. 

While the colon is a part of the human economy 
which can be dispensed with, yet in the majority 
of cases of resection a considerable portion of the 
colon is always left, this being sufficient to take on 
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the function of the part removed, and, this main- 
tained and free drainage established, intestinal 
toxemia ceases. 

Despite the fact that physiologists point out that 
thirst and diarrhoea are theoretical dangers of colon 
resection, as a matter of fact they are not observed, 
no serious physiological derangements occurring 
in a series of fifty colon resections done by the 
author, five of them complete. The chief dangers 
are the operation per se and the possible immediate 
and remote obstructions that are liable to follow. 

FE. K. ARMSTRONG. 


Falkenberg: Carcinoma Flexure  Sigmoidea. 
Deutsche med. Wchnschr., 1916, xlii, 1177. 


Falkenberg operated upon a patient 66 years 
old for extended carcinoma of the flexura sigmoidea. 
He refers to the technical difficulties of unilateral 
large intestinal resection with union by circular 
suture. This resection was based on Schimeden’s 
method. After a liberal mobilization of the 
flexure, Falkenberg made a large anastomosis 
between the afferent and efferent intestinal loops, 
closing the abdomen over this, after executing 
extraperitoneal resection of the diffuse carcinoma- 
tous mass. More than 25 cm. of the large intestine 
was resected. The intestinal ends were closed with 
blind sutures, tamponed and replaced. There was 
an undisturbed recovery. ‘This method is suitable, 
in the author’s opinion, for cases in which extensive 
mobilization of the large intestine is possible; it is 
a unilateral method of resecting the large intestine 
without the danger of extended circular suture union. 

W. A. BRENNAN. 


Campbell; W. F.: Cancer of the Rectum. Med. 


Times. 1916, xliv, 282. 


In studying cases of rectal cancer the author is 
convinced that cancer in this region shows less 
conformity to the incidence of “old age” than cancer 
occurring in any other region. A diagnosis of ham- 
orrhoids, especially at the cancer period of life, 
should be verified by sight as well as by touch, the 
early symptoms of cancer of the rectum being 
altogether indefinite and resembling the symptoms 
of hemorrhoids. 

The diagnosis of cancer of the rectum is usually 
made late, yet it remains local for a long time and 
much may be done for the patient. A colostomy 
should be done in all cases of rectal cancer, while 
the growth should be treated as when occurring in 
other regions; namely, by regional and not by local 
extirpation. Heretofore too much emphasis has been 
placed upon the restoration of normal function and 
too little on the eradication of regional lymph nodes. 
Inadequate operations are followed by a high 
percentage of recurrences. 

The percentage of recurrences in the low operation 
was 68 per cent, in the abdomino-perineal operation 
the percentage was 18 per cent. One should insist 
upon as thorough extirpation as in cancer of the 
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breast, and to accomplish this resort must be had 
to the abdominal anus and the abdomino-perineal 


operation. E. K. ARMSTRONG. 
Saphir, J. F.: Rectal Operations under Local 
Aneesthesia. M. J., 1916, civ, 644. 


Saphir advocates more extensive undergraduate 
study of rectal diseases and more frequent rectal 
examination of patients, especially when complain- 
ing of some condition in the rectal region. 

During the first two months after the opening of 
the rectal department in Gouverneur Hospital 
O. P. D., out of the 65 new patients, 50 were op- 
erated upon in the clinic under local anesthesia of 
quinine and urea hydrochloride. Saphir gives the 
histories of 19 operated cases for the following 
conditions: hemorrhoids, skin tags, fistula, fissure, 
polyp, and dermoid, with uniformly good results 
up to two months after operation. In a note he 
states that of 176 rectal cases in the rectal O. P. D. 
during the first seven months, 124 were benefited 
by rectal operation under local anesthesia. 

Car R. STEINKE. 


Hirschman, L. J.: Etiology of Vaccine Treatment 
of Pruritus Ani. Proctol. & Gastroenterol., 1916, 
X, 193. 

From bacteriological studies made in 25 cases 
diagnosed clinically as pruritus ani, Hirschman 
draws the following conclusions: 

Vaccines, whether autogenous or polyvalent, do 
not accomplish a cure in any considerable portion 
of cases, only four out of the series being improved. 

Streptococci can be isolated from practically 
every case. In the author’s series, streptococci 
were found in roo per cent of the cases, and the 
streptococcus faecalis was isolated in 88 per cent of 
them. This organism has been described by Horder 
and Andrews as the most common form from the 
point of distribution, the most resistant to un- 
favorable conditions, and the least pathogenic of 
the streptococcus species. It is non-hemolytic, 
and while it has no action on raffinose and inulin, 
it always ferments mannite. GaATEWwoop. 


LIVER, PANCREAS, AND SPLEEN 


Oehlecker: Pedunculated Tumor of the Liver 
(Stielgedrehter Tumor der Leber). Deutsche med. 
Wchnschr., 1916, xlii, 1086. 


In the case reported by Oehlecker the patient had 
for years been suffering from stomach and intestinal 
trouble. A movable tumor in the stomach region 
had been noticeable for four years. After several 
examinations the case was diagnosed as movable 
kidney on the right side, and pyonephrosis was 
recommended owing to the presence of pus and some 
albumin in the urine. However, from the clinical 
symptoms Oehlecker diagnosed the kidney-like 
tumor as a tumor in the abdomen with a simul- 
taneously existing cystitis. 

On laparotomy a pedunculated twisted tumor of 
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the liver was found. The pedicle of the tumor 
sprang from the edge of the left liver lobe. ‘The 
tumor was removed and the recovery was unevent- 
ful. Histologically the growth was an adenoma of 
the liver. 

According to Thoele such tumors have only very 
rarely been treated surgically. Oehlecker states 
that the method of Voelker and Lichtenberg will 
often very clearly show change of position of the 
kidneys. Pyelography was nct used in this case 
because of the danger of infecting a healthy kidney. 
Pyelography should be resorted to only after all 
other methods of examination have failed. The 
responsibility for a collargol X-ray picture can be 
assumed only by one who is familiar with all the 
pathologic conditions of the urinary tract. 

W. A. BRENNAN. 


Fay, O. J.: Traumatic Surgery of the Liver. 77. 
West. Surg. Ass., St. Paul, 1916, Dec. 


The question of the treatment to be employed in 
the presence or suspected presence of injury to the 
liver is answered when the diagnosis is made— 
laparotomy is indicated in every case of probable 
rupture of the liver because of the imminent danger 
from hemorrhage. Operations upon the injured 
liver must be performed with all the speed com- 
patible with gentleness and a thorough examination 
of the abdominal viscera. In an appalling number 
of cases an injury to the liver is “successfully” 
repaired only to have the patient go on to autopsy 
instead of recovery, with the embarrassing discovery 
that injuries to other viscera or other injuries to 
the liver had been overlooked. 

‘Temporary control of hemorrhage can usually be 
obtained by tamponing. Suture of the wound, 
ligation of the larger vessels, and tamponing are 
the most servicable definitive procedures. Suture 
may be employed in cases where there is little or 
no loss of substance, and the wound is clean-cut. 
It may be preceded by the ligation of larger vessels, 
and in many cases must be supplemented by tam- 
poning. Ligation of the larger vessels is to be 
employed wherever there is troublesome hem- 
orrhage from accessible wounds. ‘The wounds may 
then be tamponed, either directly or indirectly, or 
sutured. ‘Tamponing is the method employed in 
the largest number of cases; it effects temporary 
hemostasis until other measures can be employed. 
It controls hemorrhage from wounds which are 
inaccessible, or which could be reached only by 
unwarranted incisions. It is the least time-consum- 
ing procedure and is, therefore, the method of choice 
where the patient is in a precarious condition; it 
is a valuable adjuvant to suture of a wound where 
hemostasis is not assured, or the possible presence 
of other liver injuries cannot be excluded, and in 
every case where the simple ligation of vessels has 
been employed; it is essential where the presence 
of infection cannot be excluded. Where the wound 
has been sutured or is very small the tampons 
may be removed at a comparatively early period, 
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but in more severe injuries, and particularly in 
those cases in which tamponing has been the chief 
method of treatment, the tampons should be left 
undisturbed until the seventh or eighth day, and 
then removed slowly, a little each day, until on 
the tenth or twelfth day their removal is complete. 


MacLeod, N.: Notes on the Radiography of the 
Gall-Bladder. Arch. Radiol. & Electrothcrap., 


1900, 


Macleod reports the roentgen findings in 29 cases. 
The technique included: Spark gap 3.5 to 4.5 
inches; milliamperage with ordinary tube 2 to 3, 
with Coolidge tube 8 to 22; distance from plate 
23 to 27 inches; time of exposure 1o seconds to 2 
minutes; position of patient, on back; compression 
with inflated rubber cushion. Of the 29 cases ex- 
amined, 17 were reported as presenting abnormal 
shadows and 9 of the 17 were operated and con- 
firmed. Of the 9, 6 had calculi and 3 had distended 
gall-bladders. Of the original 29, 1o had typical 
biliary colic and 9 of these furnished positive radio- 
graphic results, with operative confirmation in 6, the 
other 3 not being operated upon. Various minor 
statistics are given, but the essential fact is that a 
very high percentage of positive roentgenographic 
findings was obtained in the cases of cholecystitis, 
with and without stones. ALBERT MILLER. 


Schachner, A.: Anomalies of the Gall-Bladder 
and Bile Passages. Ann. Surg., Phila., 1916, 
Ixiv, 419. 

Anomalies of the hepatic region follow the rule 
of anomalies elsewhere in that they are apt to occur 
in connection with other malformations. In review- 
ing the literature, the author was able to find 76 
anomalies of which 14, or 18 per cent, were multiple. 
The use of the “‘button-hole incision” is condemned 
as being responsible for incomplete surgery, as well 
as being a cause for the overlooking of many 
interesting congenital deformities. 

There have been five cases of double gall-bladder 
reported. Each bladder had its own cystic duct. 
There is recorded one case of bilobed gall-bladder. 
In a diverticulum of the gall-bladder, there is one 
large cavity and a smaller recess communicating 
with it. It is very difficult to state whether such 
an anomaly is congenital or due to an inflammatory 
process. There has been no case of hour-glass 
gall-bladder discovered, except as the result of a 
pathologic process occurring in adult life. 

Sixteen intrahepatic gall-bladders have been 
found. They may be confused with a left-sided or 
absent gall-bladder. According to Dévé, this 
anomaly is most common in infants and reptiles. 
A left-sided gall-bladder occupies a position to the 
left of the falciform ligament, and 13 cases of this 
type are on record. Such a gall-bladder may be 
entirely overlooked at operation, or confused with 
a congenital absence. In transposition of viscera, 
the liver not only is reversed, but the heart, duod- 
enum, and stomach as well. Of this anomaly, 11 
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cases are recorded. There are records of 7 cases of 
agenesis of the gall-bladder, two of which were 
complicated by absence of the quadrate lobe. This, 
of course, does not include the cases of absence due 
to destruction through pathologic processes. Ab- 
sence of the gall-bladder is not uncommon in the 
elephant, camel, goat, and deer, and in some species 
of fish and birds. 

A floating gall-bladder has a distinct mesentery 
and is usually attended by a wide range of mobility. 
Eight cases of this type are recorded. 


Grant, W. W.: Rupture of the Gall-Bladder. 
Surg., Gynec. & Obst., 1916, xxiii, 422. 


The author reports two cases of non-traumatic 
rupture of the gall-bladder; one, an empyema ten 
years after a primary operation for gall-stones. At 
the second operation a single smooth stone was 
removed from the dilated cystic duct. There was 
no obstruction and no jaundice. The patient’s 
general health was good until six months before the 
rupture. Dyspeptic symptoms and recent tender- 
ness over the gall-bladder were the only indications 
of trouble. Had cholecystectomy instead of drain- 
age been done at the primary operation, more 
trouble and danger would have been experienced in 
the subsequent history and operation. 

The second case was that of a woman of seventy- 
two years, with well-defined and conclusive history 
of gall-stone. The diagnosis was perforation and 
general septic peritonitis from rupture. Operation 
was refused. Postmortem showed a contracted 
gall-bladder around a single large stone with a 
small gangrenous area through which the rupture 
had occurred and a pint of bile had escaped into the 
right kidney fossa. ‘The specimen of gall-bladder 
with liver tissue shows the gall-bladder stone, and 
the reverse side shows a lighter colored stone in the 
liver substance probably a branch of the hepatic 
duct. A timely operation would have saved her 
life, but would not have revealed the second stone — 
no matter whether the operation was a cholecyst- 
ostomy or a cholecystectomy. The latter opera- 
tion is indicated only in small and gangrenous 
bladders. 


Hendon, G. A.: Cholecystitis With and Without 
Gall-Stones and a Classification of Symptoms. 
Tr. South. Surg. & Gynec. Ass., White Sulphur 
Springs, 1916, Dec. 

This article is based upon an analysis of 30 
personal cases and deals with the factors of age, sex, 
disability, and the symptoms of ‘‘stomach trouble,” 
“jaundice colic,” “acute indigestion,” etc. Certain 
cases are reported in detail which appear to illus- 
trate the different phases referred to in the text, 
two of which are without previous history of gall- 
stones. Two other cases illustrate the effect of 
gall-stone disease of long duration. In one case 
symptoms of gastric ulcer seemed to predominate, 
in one apoplexy of the gall-bladder had occurred, 
and in another the gall-bladder had ruptured. 
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Borelius, J.: Early Operation in Acute Cholecys- 
titis (Frueoperation bei akuter Cholecystitis). 
Tr. XI North. Surg. Cong., Goeteborg, 1916, July. 


During the acute stage of cholecystitis Borelius 
formerly operated only in the presence of urgent 
symptoms, in the majority of cases he advised 
operation only after cessation of the acute stage. 
Since the beginning of the year, however, he 
decided in favor of the early operation and acted 
accordingly. Borelius has treated over 600 cases 
of gall-stones at the surgical clinic of Lund between 
1898 and 1916 and has performed 531 operations 
on the bile passages. During this time 126 cases of 
acute cholecystitis entered the clinic, including 
(1) 21 operated upon during the acute stage; (2) 
50 operated upon during the subacute stage; (3) 
55 not operated upon. 

Of the 21 cases of Group 1 the gall-bladder was 
perforated, and in several other cases it was gan- 
grenous without any macroscopic evidence of 
perforation. In 12 cases cholecystectomy was 
performed; in 3 others cholecystectomy, choledoch- 
otomy, and hepaticus drainage; in 3 cases cholecys- 
tostomy; and in 3 other cases laparotomy and 
drainage of the peritoneal abscess. Of the 5 fatal 
cases one should have been operated upon 2 days 
and another 6 days earlier according to the principle 
of the early operation, and would then have had a 
better chance for recovery. 

Of the 50 cases of Group 2, cholecystectomy was 
performed in all of them. The cause of death in 
2 cases was pulmonary embolism and in 1 cardiac 
failure. Of the 55 cases not operated uponin Group 
3, one died of cardiac disease. In 2 cases the opera- 
tion was contra-indicated on account of old age; 
in 16 on account of cardiac weakness, adiposity, 
asthma, nephritis, leukemia, etc. In 23 cases 
the patient refused operation after the acute 
symptoms abated; in 13 cases no reason was given and 
probably the same reason existed. The author is 
of the opinion that it is desirable to perform radical 
operations upon as many of these cases as possible, 
and since patients will decide in favor of operation 
during the acute stage much more readily, and 
since the operation during the acute stage is not 
more serious than during the chronic stage if the 
surgeon has had _ sufficient experience, he has, 
therefore, adopted the early operation as a routine 
in these cases. 

In the discussion BerG stated that while it is 
advisable to operate early in all cases of acute 
cholecystitis (perycholecystitis, peritonitis), it is 
difficult and frequently impossible to make the 
diagnosis. He has been considering what the 
findings should be at the early operation for acute 
cholecystitis. Aside from the purely typical cases 
there is frequently found a case corresponding to 
the symptoms of acute cholecystitis and at opera- 
tion no signs of it are present, but severe patho- 
logical changes (combined with infection) having 
in common that the function of the gall-bladder 
is perverted. It is uncertain whether it should be 


128 


called hydrops, stasis, or something similar. The 
speaker preferred the term cholecystose. ‘This and 
this alone predisposes to stone formation. At the 
operation as well as at the autopsy there is found 
in these cases a distention of the common bile- 
duct and of the hepatic duct, as well as of the entire 
biliary system. The diagnosis is difficult but it 
can be perfected. What is accomplished by opera- 
tion? ‘The stones can be removed but what should 
be done to relieve the cholecystose? A hepaticopexy 
or a fistula between the gall-bladder and common 
duct might be feasible, but at the present time, 
a cholecystectomy is perhaps the better procedure. 
In 2 cases, however, the speaker had a recurrence 
with stones in the hepatic duct. 

Paus discussed the material of Bull. Patients 
operated during the quiescent stage after acute 
attacks recovered quickly (cholecystectomy per- 
formed most commonly). In acute cholecystitis 
with perforation and abcess 5 out 13 died. 

RovsinG criticized the expression ‘‘early opera- 
tion in acute cholecystitis” as we are dealing with 
the last severe stage of a long drawn out disease. 
The reason that so many are extirpating the gall- 
bladder is based on the erroneous theory that 
gall-stones are formed in or are the result of an 
infected gall-bladder. The speaker has proved, 
however, that the gall-bladder is sterile in over 
one-half of the cases and if infection is present with 
gall-stones it is secondary. If cystostomy is per- 
formed stones do not recur and it is unsurgical to 
remove the gall-bladder and shut in the infection. 
If the bile is infected drainage must be instituted. 

BeroG during the last few years has only rarely 
performed cholecystostomy and rarely drained and 
has never regretted it. He cited cases with ulcer 
in the gall-bladder and lymphangitis with oedema 
and exudation around the hilum (occasionally 
icterus) and interstitial pancreatitis which were 
cured after the removal of the gall-bladder. It is 
admitted that cholecystectomy is more serious. 

BorEttus, in reply to Berg stated that the cases 
operated by him all showed severe peritonitic 
changes and that the gall-bladder in most cases 
was gangrenous and in many cases was perforated. 
In reply to Rovsing he stated that the cholecystec- 
tomy in acute cholecystitis resulted in healing much 
quicker and more surely and that the operation 
with sufficient technique was not more serious than 
the drainage. In definite cases of cholangitis Bor- 
elius does not ligate the cystic duct and pen up 
the infection but drains the hepatic duct. 

RovsING maintained that if drainage is properly 
performed with a tube inserted into the gall-bladder 
and the latter dropped into the abdomen recur- 
rences do not occur. Recurrences are frequent, 
however, after removal of the gall-bladder (Rost). 
In addition the gall-bladder has a function to per- 
form in the human organism. 

BeErG stated that if Rovsing like others has found 
stones without the presence of infection the fact 
does not exclude an infection having been present. 
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RovsiInG returned that experiences with stones 
in the urinary passages have shown that stones do 
not become sterile in time. A proof that stones do 
not follow infection is found in the fact that chronic 
cases of infectious icterus mentioned by the author 
after a few years did not lead to stone formation 
and no such cases are recorded in the literature. 

BoRCHGREVINK agreed completely with the views 
of Rovsing, and thinks it is only a temporary fad in 
surgery demanding extirpation of the gall-bladder. 
He would much rather perform cholecystostomy 
once, twice, or three times with local anesthesia than 
remove the gall-bladder. He has found typical 
recurring attacks after cholecystectomy and found 
absolutely nothing at a second operation. 

BeErG stated that the recurrences could be due 
to a dilatation of the bile passages with later stone 
formation. L. A. JUHNKE. 


Sprengel: Gall-Stone Disease in the Light of Its 
Onset (Die Gallensteinkrankheit im Lichte der 
Anfalloperation). Arch. f. klin. Chir., 1916, cvii, 
379- 

Sprengel compares the onset of cholecystitis 
with appendicitis and tries to simplify the manifold 
picture of cholecystitis. Regarding the origin of 
gall-stone attacks Riedel has traced this back to the 
irritation due to the calculi which causes local 
inflammation and transudation. He thinks that 
the origin of gall-stone colic lies exclusively in the 
sudden and lasting occlusion and the consequential 
retention of gall-bladder contents, which, in accord- 
ance with the virulence of the bacilli present, leads 
to greater or less destruction of the gall-bladder. 
This opinion is at variance with that of Kehr and 
other writers who consider the occlusion as me- 
chanical and a casual factor only and who, 
moreover, regard the chronic and acute inflamma- 
tory processes as independent. 

Sprengel considers the gall-bladder changes as 
divisible into groups: gall-bladder changes with 
acute attack; cholecystitis destructiva, where the 
calculus is not removable and the gall-bladder con- 
tents are virulent; cholecystitis simplex, where the 
calculus is loose and the gall-bladder contents non- 
virulent, this is the usual typical gall-stone colic; 
hydrops of the gall-bladder, which is a permanent 
closure with non-virulent contents. In the changes 
of the gall-bladder with chronic illness he includes 
empyema in which the occlusion is imperfect. 
In another group he places all residues of past 
conditions which have passed into the quiescent 
stage, and in which reparatory proceedings are 
predominant, such as scar formation, shrinkage, etc. 

W. A. BRENNAN. 


Riedel: Subdiaphragmatic Collections of Pus and 
Gall Due to Gall-Stones (Ansammlung von Eiter 
oder Galle unter dem Zwerchfell infolge von Gall- 
ensteinen). 
1058. j 

Riedel says that both operative procedures and 
autopsies have demonstrated several ways in which 
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pus or gall may accumulate above the liver as a 
consequence of gall-stones. The principal ways in 
which this might occur are: 

1. By the formation of abscesses under the liver 
dome in connection with a cholangitis purulenta 
due to stones in the ductus choledochus and ductus 
hepaticus. 

2. From suppurations around primary gall-stones 
existing in the bile passages, the gall-bladder being 
free from stone. 

3. From rupture of the suppurated stone-con- 
taining gall-bladder into the liver with abscess for- 
mation in the latter; or by suppuration of the liver 
by perforation of the inflamed gall-bladder. 

4. By perforation from the stone-containing 
gall-bladder into adhesions when these cover the gall- 
bladder and anterior border of the liver; and more- 
over when the adhesions are intimately intermingled 
with the anterior abdominal wall. Such rupture 
usually occurs in the space in front of the ligamentum 
triangulare hepatis. 

5. After perforation of the gall-bladder the pus 
may diffuse to the under side of the liver and in 
this way cause a subphrenic abscess posterior to 
or in front of the ligament previously referred to. 

Riedel thinks that such accumulations of pus or 
bile between the liver and diaphragm are compara- 
tively rarely effected through the agency of gall- 
stones. Suppurative processes arising from hepatic 
calculi with cholangitis (calculus in the common 
duct) may in some instances cause a perforation 
of the liver dome. Such a rupture is very rarely 
brought about by stones isolated in the liver when 
the gall-bladder and common duct are free. 

The most frequent cause of subphrenic pus or 
bile collections is rupture of the fundus of the stone- 
containing gall-bladder, with its extensive diffuse 
interlacings in the front abdominal wall. To 
remove such accumulations Riedel recommends 
that an incision be made below the twelfth rib and 
the thinner part of the ligamentum coronarium 
separated with drainage by means of a thick tube 
traversing the body from front to back. 

W. A. BRENNAN. 


Hoover, C. F., and Blankenhorn, M. A.: Dissociated 
Jaundice. Arch. Int. Med., 1916, xviii, 289. 


The term “dissociated jaundice” carries with it the 
inference that either the pigment or the salts of 
bile formed within the liver are separately shunted 
from the biliary path into the lymph or blood-vessels 
of the liver. Thus far it has been shown that bile- 
salts may be shunted in this manner, but it is not 
yet certain that bile-pigment formed in the liver is 
separately shunted into the blood stream. ‘This is 
what would be expected a priori when the compara- 
tive facility with which the salts will pass through 
a dialyzing membrane is considered, as shown by 
the concentrations of bile required to yield pigment 
and bile-salts, respectively, to the dialysate when 
collodion sacks are employed for dialysis, and also 
when the fact is considered that the renal filter will 


yield bile-salts to the urine from a lower grade 
of cholemia than is required for bile-pigment to 
appear in the urine. 

The authors found true dissociated jaundice of 
hepatic origin in two cases of primary anemia, and 
in two cases of lead poisoning. In the four cases 
bile-salts were found in the blood in large amounts, 
that is, the qualitative test for bile-salts in the plas- 
ma dialysate was quite as strong as found in com- 
plete jaundice of pronounced severity. 

Excepting in jaundice of hemolytic origin and in 
complete jaundice which has undergone renal disso- 
ciation, the authors have never found bile-pigment 
without bile-salts in the plasma. 

Bilirubin and bile-salts may both be present in 
very marked concentration in the plasma and neither 
pigment nor salts appear in the urine. 

Absorption of bilirubin in the plasma may not 
only withhold the pigment from the renal filter, but 
also from the tissues; so that it may be pronounced 
cholemia (pigmental) without choluria (pigmental) 
and also without icterus of the tissues. 

When pigmental cholamia is present — in vary- 
ing degrees — without choluria, the collodion sack 
will yield no pigment to an aqueous dialysate from 
the plasma. When choluria attends cholemia 
(pigmental) the collodion sack will yield bile-pig- 
ment to an aqueous dialysate from the plasma. 

Bile-salts will dialyze from plasma when no bile- 
salts are demonstrable in the urine. 

Without an examination of the plasma the assump- 
tion is never justified that biliary elements have 
not been retained in the blood. 

GrorceE E. Betsy. 


Hellstroem, N.: Two Operated Cases of Haemolytic 
Icterus (Zwei operierte Faelle von haemolytischen 
Ikterus). Tr. XI North. Surg. Cong., Goeteborg, 
1916, July. 

To 43 cases’in the literature Hellstroem adds 
2 of his own and 2 of Borelius’. The results of 
extirpation of the spleen are good, as patients feel 
well after the operation, are without anemic symp- 
toms, the icterus ceases, etc. ‘The primary changes 
in the blood-forming organs with decreased resistance 
of the erythrocytes however does not improve after 
the operation. 

BoreELius demonstrated 2 extirpated spleens, 
In one case icterus was absent, in the other it was 
mild, but haemolysis was present in both. 

RovsInG stated that 50 cases have been observed 
in Denmark which shows that the disease is not so 
rare as is believed. He reported a case of his own 
which also showed gall-stones but these were left 
untouched. L, A. JUHNKE. 


Gil, I. G.: Surgery of the Bile Passages (Cirurgia de 
la vias bilaires). Repert de méd. y cir., Bogota, 1916, 

vii, 489. 
The author summarizes the cases of biliary 
lithiasis treated in the surgical clinic of the Hospital 
of Medellin. From the experience gained by the 
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study of these cases he thinks the following con- 
clusions can be drawn as regards the symptoms of 
icterus: 

1. Calculus of the gall-bladder or in the cystic 
duct cannot produce icterus. 

2. The icterus which appears with colic or a 
little later, which disappears totally and does not 
return unless with colic, signifies the passage of a 
calculus. 

3. Persistent icterus of varying intensity, but 
most intense during colic, and which partly disap- 
pears signifies obstruction of the common duct by 
calculus. 

4. Persistent icterus each day more intense and 
accompanied by colic signifies complete obstruction 
of the common duct by retained calculus. 

5. Persistent icterus without a history of painful 
crisis or subsidiary symptoms, and which is not 
accompanied by colic signifies compression of the 
common duct most commonly by a tumor of the 
head of the pancreas. 

With regard to the gall-bladder, the author 
reaches these conclusions: 

1. In obstruction of the cystic canal the gall- 
bladder is distended, the bile which it contains is 
resorbed and the inflammation increases the quan- 
tity of mucus. There is easily observed external 
tumefaction, sensible on palpation, but there is no 
icterus nor liver hypertrophy. 

2. If there is grave infection the contents become 
purulent; the dilatation and external tumor progres- 
sively increase; there is great sensibility, muscular 
resistance, and hepatotoxic fever. 

3. In partial or complete obstruction of the 
common duct, the gall-bladder being healthy and 
the cystic duct permeable, the liver increases in 
size and the gall-bladder distends. Sometimes in 
this way an enormous tumor, reaching to the iliac 
crest, is formed. However in the great majority 
of cases, 80 per cent, the gall-bladder has pre- 
viously been the site of a chronic inflammation and 
on this account is commonly small. 

4. With symptoms of obstruction of the common 
duct the gall-bladder appears contracted in 80 
per cent of cases of biliary lithiasis and dilated in 
go per cent of cases of compression by tumor. 

All the above conclusions are of great value in 
differential diagnosis. 

Surgical treatment according to the author is 
indicated (1) in frequent attacks of colic; (2) in 
dyspeptic disturbance produced by lithiasis; (3) in 
cases of dilatation of the gall-bladder by obstruc- 
tion of the cystic duct; (4) in complications, vesicu- 
lar empyema, vesicular rupture, etc.; (5) in recur- 
rent cases; (6) in cases of chronic icterus by common 
duct obstruction within certain limitations, how- 
ever; (7) in cases where the diagnosis is obscure 
and exploratory cocliotomy is desirable. 

The indications for cholecystostomy are: (1) 
when the gall-bladder is relatively healthy and the 
cystic duct permeable; (2) in cases of empyema and 
angiocolitis if the passages are permeable; (3) 
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when the gall-bladder is much inflamed and adher- 
ent and the patient unfitted for a radical operation. 
Indications for cholecystectomy are: (1) when 
the gall-bladder is the site of severe inflammations 
and is adherent, contracted, and the mucosa 
ulcerated; (2) when the gall-bladder is contracted 
upon a calculus and the cystic duct obstructed; 
(3) in certain cases especially in order to cure an 
external fistula; (4) in association with choledochos- 
tomy or hepatostomy when imperative. 
Choledocohotomy and_ cholecystostomy are 
indicated: (1) when the calculus is retained; incision 
of the common duct, extraction of calculus, catgut 
suture in two planes, cholecystostomy for drainage; 
(2) when the gall-bladder is much contracted and 
adherent, cystic duct obstructed, and a calculus in 
the common duct. W. A. BRENNAN. 


Deramoud: Prolapsed Spleen with Torsion of 
Pedicle for Ten Months (Rate prolabée avec 
torsion du pédicule depuis dix mois). Rev. gén. de 
clin. el de thérap., 1916, xxx, 568. 

The author reports the case of a woman of 30 
who showed symptoms of an abdominal tumor the 
diagnosis of which was uncertain. Vomiting, 
intense ventral pains, and loss of consciousness had 
been intermittently present for ten months. On 
making a laparotomy the author found subjacent 
to a greatly thickened and adherent epiploon an 
enormous spleen, weighing 400 grams, presenting 
by its convex face. The under face was turned up 
with difficulty on account of its connections with 
the small intestine, uterus, etc., and a pedicle was 
found the size of the arm of a foetus. 

The splenic vessels were completely obliterated 
for about 8 or to cm. The author resected the 
whole mass and the patient recovered without 
incident. 

The author calls attention to the fact that the 
organ has apparently been subjected to torsion for 
a period of ten months without. being attacked by 
gangrene or giving rise to any symptoms of peri- 
tonilis. W. A. BRENNAN. 


Miller, J. L.: Splenectomy in Splenic Anzmia, 
Ilamolytic Icterus, and Hanot’s Cirrhosis. 
J. Am. M. Ass., 1916, Ixvii, 727. 


In hemolytic icterus bile is usually present in the 
blood, but there is no urobilin; while in the urine 
bile is absent except during haemolytic crises, but 
urobilin is present. This peculiar condition is not 
present in either of the other two diseases. 

Secondary anemia of greater or less degree is 
characteristic of splenic anemia and hemolytic 
icterus, but is not present in Hanot’s cirrhosis. 

Urobilin in the stool, usually considered as an 
index of blood destruction, is greatly increased in 
hemolytic icterus. Eppinger believes that the 
amount present in the normal stool is from 0.12 to 
o.15 gm., while in three patients with haemolytic 
icterus the amount varied from 2.25 to 3.8. 

In these three conditions, which are in many ways 
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so closely related, it is at present impossible to ex- 
plain why in Hanot’s cirrhosis there is icterus with- 
out anemia, in splenic anemia there is anaemia 
without icterus, and in haemolytic icterus there are 
both icterus and anxmia, although in many in- 
stances icterus is the dominant condition. 

The classification of all splenic tumors with chronic 
anemia under the general head of splenic anemia 
may not be logical, but from a therapeutic point of 
view such a grouping may be desirable, as there is 
indisputable evidence that cure has been effected 
in the vast majority of patients clinically diagnosed 
as having splenic anaemia, on whom splenectomy 
was performed. Even when the disease has ad- 
vanced to the point of marked hepatic cirrhosis 
and ascites, more or less complete return to normal 
has been reported. 

The results of operative measures in the early 
stage of the disease are excellent. Griffin, from the 
Mayo Clinic reports the cases of five patients, three 
with cirrhosis and ascites, and two in the preascitic 
stage of cirrhosis, on whom splenectomy was per- 
formed, and four of the five returned to normal 
health. One of these patients with ascites has 
been well seven years. In the Mayo series of eight- 
een patients, two died, or 11 per cent. Twelve of 
the sixteen recovering from the operation are now in 
excellent health (1915); two are definitely improved; 
one at first improved, later developed ascites and 
died, and one died two years after the operation, 
the cause of death not being determined. 

Appearing either as an acquired or familial con- 
dition, the first symptoms of haemolytic icterus may 
develop cither at birth or during early adult life. 
The characteristic symptoms, outside of its familial 
nature, are the chronic icterus of fluctuating inten- 
sity, combined as a rule with varying degrees of 
anwmia; greatly enlarged spleen, often moderately 
enlarged liver, urobilin in the urine, but no bile 
except in some instances after a hemolytic crisis; 
the stools well colored, with no evidence of biliary 
intoxication, as pruritis and bradycardia, and the 
presence usually of a lowered resistance of the red 
corpuscles. The disturbed resistance of the ery- 
throcyte, which has been considered so character- 
istic of this condition is not always present. 

The usual presence of lowered resistance of the 
erythrocytes and the relation of the spleen to this 
phenomenon stamp haemolytic icterus as having a 
probable etiologic relation to the spleen. It might 
be considered that as the normal spleen tends to 
lower the resistance of the erythrocyte to hemolytic 
agents, an enlarged ‘or hyperfunctioning spleen 
might increase this tendency to such a degree that 
hemolysis would occur from a variety of mildly 
haemolytic agents normally present. 

Splenectomy is undoubtedly curative. The op- 
erative mortality in forty-eight cases was only 4.1 
per cent. The forty-six patients who recovered 
from the operation were cured. The jaundice 
rapidly disappeared, beginning within a few days, 
and as a rule being complete within two weeks. 


The recovery from the anemia was somewhat slower, 
but relatively rapid. 

True Hanot’s cirrhosis is rare and bears some re- 
semblance to splenic anaemia and hemolytic icterus. 
It would appear probable, however, that in Hanot’s 
cirrhosis, a condition which has heretofore been con- 
sidered incurable, splenectomy was indicated. 

C. G. Heyp. 


Lee, R. I., Minot, G. R., and Vincent, B.: 
Splenectomy in Pernicious Anzmia; Studies 
on Bone-Marrow Stimulation. J. Am. M. Ass., 
1916, lxvii, 719. 

The authors report fifteen cases which include 
all the patients with pernicious anemia operated 
on by splenectomy at the Massachusetts General 
Hospital from November, 1914, to May, 1016. 
One patient with a red count below 1,000,000 died 
the day after operation, presumably of postop- 
erative shock. There were no other immediate post- 
operative deaths, thus giving an immediate op- 
erative mortality of 6.6 per cent. Of the patients 
who survived, one case was too recent to afford any 
data. Of the remaining 13 patients, one, operated 
upon two and a half months ago, is still in the 
hospital on account of thrombosis. The other 12 
left the hospital three to six weeks after operation, 
at which time the large majority presented no great 
change in their blood counts, although they all felt 
better, looked better, and were less yellow. Four 
patients showed considerable immediate and _ pro- 
gressive improvement in the red counts and hamo- 
globin. The condition of these 13 patients was 
ascertained as far as possible two months after 
operation: 3 had not changed materially; one case 
showed a slight increase and one a moderate in- 
crease in the red cells; 8 showed a marked increase 
in the count of red cells. The red counts of these 8 
cases average approximately 4,000,000 cells, with 
a general improvement in their clinical condition. 
In these cases it was noteworthy that the diagnosis 
of pernicious anemia could still be made from the 
blood films. 

Of the 13 patients there were 1o in whom six 
months had elapsed since operation. At the end 
of six months 5 of these patients had a relapse. Of 
these 5, at the two months’ period 4 had presented 
very marked improvement. The fifth patient 
never showed any great improvement. 

At the end of a year after operation no informa- 
tion could be obtained concerning 2 patients. 
These 2 patients, however, had had no relapse 
within six months. Of the 5 remaining patients 
only one had gone a year without relapse. This 
patient, however, suffered a typical relapse and died 
sixteen months after splenectomy. One of the 
remaining 4 died sixteen months after operation in 
a second relapse. Another after sixteen months is 
now having a very serious relapse after several 
minor relapses and still another is in his second 
serious relapse at the end of the year period. 

The end-results of splenectomy in the authors’ 
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opinions certainly fail to show any permanent 
results from this procedure. They observe that the 
eventual progress of the disease is not changed. 
Nevertheless, it is a striking observation that in 
8 out of 13 cases there was considerable temporary 
improvement in two months, which persisted in 
some of the cases up to six months. This improve- 
ment was marked, though not necessarily more 
marked than the improvement often seen occurring 
spontaneously; but it seemed to occur rather 
uniformly after splenectomy. 

Observations on the blood element were as 
follows: Immediately after splenectomy there was 
a leucocytosis, varying from 10.000 to 35,000 with 
an increased polynuclear percentage. This occurred 
within twenty-four hours after splenectomy and 
subsided within a few days. The authors found 
that persistently after splenectomy there was a 
distinct tendency to a higher level of the white 
count than occurred in the usual course of pernicious 
anemia. The increase was both lymphocytic and 
polymorphonuclear. The polymorphonuclear cells 
when increased tended to give a normal Arneth 
picture. Patients with the highest leucocytosis 
tended to show the greatest improvement after 
splenectomy, and offered a rough mearts of estimat- 
ing the future reaction of the red cell forming 
part of the bone-marrow. Such figures suggest to 
the authors that a persistently low polymorpho- 
nuclear count in pernicious anemia is of value as one 
of the indicators of bone-marrow exhaustion. Like 
the leucocyte count the number of platelets in 
general followed the curve of the red cells. The 
platelets showed a definite increase three to seven 
days after splenectomy. This increase usually 
takes the platelets above the normal, as in one of 
the authors’ cases to 900,000. The authors were 
impressed by the association of the increase of 
platelets and thrombosis. Thrombosis or phlebitis 
was noted in 3 of their cases and they are inclined 
to believe that the thrombosis is in some way related 
to the marked increase of platelets. 

Howell-Jolly bodies occurred constantly in every 
case after operation. These bodies usually ap- 
peared in small numbers the day after splenectomy 
and gradually increased. In some instances 25 
per cent of the red cells contained them. The 
usual percentage was from 2 to 1o and the per- 
centage fluctuated. The authors are inclined to 
believe that these bodies are related to an increase 
of bone-marrow activity or to irritation. 

Of 11 cases, 10 showed a shower of blasts of vary- 
ing degree a few days after operation. The findings 
were not constant and their presence even in con- 
siderable numbers at any stage of the disease includ- 
ing after splenectomy is not considered of much 
significance as to the future course of the disease. 

The percentage of reticulated red cells is taken as 
a measure of hemopoietic activity of the bone- 
marrow. Under normal conditions about 0.8 per 
cent of the red cells are reticulated. In the spon- 


taneous course of pernicious anemia wide fluctua- 
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tions in the percentage of these cells are observed. 
A high percentage of reticulated cells probably 
indicates an increased activity on the part of the 
bone-marrow that produces red cells. 

In general, two to five days after splenectomy in 
pernicious anemia the authors have found a slight 
temporary rise in the reticulated cells. The tem- 
porary improvement in pernicious anemia after 
splenectomy is attributed to two factors: (r) an 
associated diminution in the blood destruction; 
(2) an associated increase in activity of the bone- 
marrow. Certain stimulating effects after splenec- 
tomy are seen almost immediately, as in the case 
of the increase in the polymorphonuclear leucocytes. 
The increase in the platelets tends to occur some- 
what later, and the main increase of the reticulated 
cells, when it does occur, seems to be inaugurated 
still later. The authors conclude that the stimula- 
tion of the bone-marrow is usually associated with 
improvement, whether after transfusion or after 
splenectomy. Splenectomy seems to result in the 
greatest stimulation of the bone-marrow of any 
known therapeutic measure. It acts on the whole 
bone-marrow and not only on the portion that 
forms red cells. However, splenectomy does not 
alter the essential course of the disease. While more 
constant stimulating effects are seen after splenec- 
tomy, any individual case of bone-marrow stimula- 
tion after splenectomy may be roughly paralleled 
with a case of bone-marrow stimulation that 
occurred either spontaneously or after transfusion. 

It is evident that from splenectomy one can 
attain stimulation but once. Transfusion, while 
perhaps of less constant and of less active effect, 
has two great advantages. It is relatively simple 
and can be repeated a number of times. Trans- 
fusion does not modify the destructive agencies at 
work in pernicious anemia. C. G. Heyp. 


McClure, R. D.: Pernicious Anzemia Treated by 
Splenectomy and Systematic, Often-Repeated 
Transfusion of Blood; Transfusion in Benzol 
Poisoning. J. Am. M. Ass., 1916, Ixvii, 793. 


McClure briefly reviews the status of blood-trans- 
fusion in pernicious anemia, citing four cases, one 
due to benzol poisoning. 

Since 1666, when transfusion of blood was first 
tried by Jeane Baptise Denys until the present 
date, this procedure has been tried innumerable 
times, but with only indifferent results. Lack of 
systematic treatment and care in selecting the 
proper donor are the chief reasons for failure. In 
1870, Sandois discovered that all blood could not be 
used, and in 1910, Moss and Jansky found that the 
red cells of one individual may be clumped by the 
serum of the other; that these cells may be hemo- 
lyzed; and that human beings are divided into four 
classes by these facts. Therefore the selection of 
the donor is.of most importance, not only to pre- 
vent agglutination and hemolysis but also the 
transmission of certain diseases dormant in the 
blood, i.e., syphilis and malaria. 
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A case of benzol poisoning is cited; the symp- 
toms being those of a severe purpura hemorrhagica 
with an anemia of the aplastic type. Repeated 
transfusions resulted in a complete cure. 

Following this case the method was applied to 
seventeen cases of pernicious anemia with the fol- 
lowing results: 

TABLE 2.—RESULT OF TRANSFUSIONS IN SEVENTEEN CASES OF PER- 


Nicious AN@MIA, SIXTY-FOUR TRANSFUSIONS BEING MADE WITH 
No DEATHS.* 


Result Number Per Cent 
Harmful as 7 10 
Severe reactions... 7 10 
Slight reactions. .. 12 19 

Dilated heart 24 hours after transfusion........... I 1% 
3 4% 

Temp. elevation over ror : 12 19 


*Splenectomy was performed in six cases. 


The results in this series have been so encouraging 
that the author feels that life may be indefinitely 
prolonged where this systematic transfusion of 
blood is used in conjunction with splenectomy, 
the number of transfusions depending upon the 
hemoglobin reaction; 75 per cent being the lowest 
and go per cent the highest consistent with good 
results. P. M. CHaAse. 


Krumbhaar, E. B.: Late Results of Splenectomy 
in Pernicious Anemia. J. Am. M. Ass., 1916, 
Ixvii, 723. 

It is interesting to note that Eppinger was led to 
adopt this procedure by observing after splenectomy 
a diminished output of urobilin and other evidences 
of decreased hemolysis. Decastello. on the other 
hand, had noted the improvement that followed 
splenectomy in the related conditions, hemolytic 
jaundice and Banti’s disease; whereas Klemperer 
was influenced by the clinical observation that 
splenectomy for such conditions as rupture of the 
spleen was in some instances eventually followed by 
polycythemia. 

Of the 153 patients studied, 19.6 per cent died 
within six weeks; a distinct improvement in the 
clinical condition and in the blood picture occurred 
in 64.7 per cent, and no improvement in 15.7 per 
cent. 

The rather high postoperative mortality—prac- 
tically 20 per cent—may be due to a poor choice of 
cases in the early series. As a much greater pro- 
portion of the more recent cases have survived 
the operation, the true postoperative mortality is 
probably much less than 20 per cent. 

Of the individuals who showed improvement 
shortly after operation, nearly two-thirds of the 
total number, a large number have failed to main- 
tain this improvement or have since died in a relapse 
or from intercurrent disease. 

Although a few cases have continued in good 
condition during the period of observation (over 
two years) in no case can it be said that a cure has 


been effected, and the blood of these individuals 
continues to show many of the characteristic signs 
of pernicious anzmia. 

On account of the improvement that follows 
splenectomy, it would appear to be not only a 
justifiable, but in many cases an advisable pro- 
cedure; but in no case should a cure be promised or 
the operation undertaken except under the most 
favorable conditions. 

The best results are obtained if the operation is 
preceded by one or more transfusions, and those 
patients who relapse after operation will be greatly 
helped by transfusion. Whether or not transfusions 
would have produced equally good results in the 
absence of splenectomy is a question that cannot 
at present be decided. 

The most favorable results may be expected in 
individuals who have not passed the fifth decade, 
in whom the disease has not progressed for more 
than a year, and who have a relatively good blood 
picture; that is, an anemia that is not of too extreme 
a degree or of the steady, progressive type. Individ- 
uals with enlarged spleens have done better than 
those in whom the spleen was small or of normal 
size, as have also those suffering from an anemia 
characterized by excessive hemolysis. 

The opposite of these conditions should be con- 
sidered as unfavorable factors, as should also the 
existence of spinal cord symptoms or the presence 
of an aplastic bone-marrow. C. G. Heyp, 


Peck, C. H.: Splenectomy for Hemolytic Jaundice. 
J. Am. M. Ass., 1916, \xvii, 788. 


In reporting three cases, Peck reviews the sub- 
ject of splenectomy for hemolytic jaundice. 

The accumulating evidence of the results of 
splenectomy has proved the etiologic relation of the 
spleen changes to the disease, although the exact 
nature of the process is more or less obscure. The 
presence of bile in the urine indicates complicating 
disease of the biliary tract. 

Hemolytic jaundice is of two types: (1) congenital, 
which is usually of the familial type; and (2) 
acquired. The symptoms of both are practically 
identical, however. 

A detailed account is given of a case of the 
congenital type, but non-familial. After two opera- 
tions for supposed biliary obstruction, the diagnosis 
of hemolytic jaundice was made and splenectomy 
performed, with immediate disappearance of the 
jaundice and lasting improvement in the blood- 
picture. ‘The case presented marked fragility of 
the red cells, no itching, slowing of the pulse, or 
presence of bile in the urine. There was moderate 
splenomegaly and anemia with increase in the 
number of reticulated red cells; urobilin and 
urobilinogen were also present in the urine. 

The second case was of the acquired type with 
symptoms similar to the first, but not so marked, 
as the disease was of short duration. Splenectomy 
was followed by prompt and complete return of 
health. 
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The third case was of the same type as the first, 
with symptoms not so marked. Splenectomy like- 
wise resulted in complete cure. 

Peck states in conclusion that hemolytic jaundice 
is not uncommon and that it can be cured by 
splenectomy. P. M. CHase. 


Friedman, G. A., and Katz, E.: A Case of Acquired 
Hemolytic Jaundice with Splenectomy. J. 
Am. M. Ass., 1916, Ixvii, 1295. 


The case is reported of a male, aged 18, a tailor, 
white, born in southern Italy, eighteen months in 
this country, who first came under the observation 
of the Vanderbilt Clinic November 9, 1915. ‘There 
was no history of icterus in the family. He had been 
in good general health until eight months previous, 
March, 1915, when he noticed that his skin and eyes 
were rather rapidly becoming lemon colored. In 
about two days the jaundice was deep, he felt 
drowsy, was weak, and had to go to bed. On the 
third day he had high fever, sweat a good deal and 
had several distinct chills. The high fever with the 
severe chills and sweats persisted for two weeks, 
during which time he remained at home and in bed. 
The yellow discoloration of the skin and mucous 
membranes, however, which had by this time 
become less intense, was nevertheless quite marked. 
At the beginning of the third week the fever, sweats, 
and chills decreased in severity and the patient 
resumed his work at which he remained until his 
admission to the Roosevelt Hospital, November, 
17, 1915. During this entire period he had a daily 
temperature of from 99 to 100°, which appeared 
regularly in the afternoon, preceded by a slight 
chill lasting for about five minutes and followed by 
sweating. At no time did he have itching of the 
skin. For a few months prior to his admission to 
the hospital, in addition to the symptoms mentioned, 
he complained of a heavy feeling, distention, and 
tenderness in the epigastrium. These appeared 
about half an hour after meals and continued from 
ten to twenty minutes. 

When examined his pulse was 72, respiration 18, 
and temperature 1oo°. His nutrition was fair. The 
skin and visible mucous membranes were distinctly 
icteric and there was a slight acne rash on the 
back of the chest. The tongue, teeth, pharynx, 
tonsils, and eyes were normal. ‘The heart and 
lungs were negative. The abdomen was relaxed 
and there was slight tenderness in the epigastric 
region, especially to the left of the midline. The 
liver was not palpable and, on percussion, did not 
seem to be enlarged. The spleen, however, was 
distinctly enlarged, the sharp inner border being 
felt near the midline and reaching almost to the 
umbilicus, the lower pole being 4 inches above the 
crest of the ilium. The consistency was about 
normal, the surface smooth and not tender. The 
genitalia, extremities, and reflexes were normal. 

November 9, 1915, the blood examination showed 
hemoglobin 68 per cent, erythrocytes 4,500,000 
and leucocytes 4,200. Slight pocilocytosis was 
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present and the crenation of the red blood-cells 
was marked. No pigmented or other abnormal 
erythrocytes were found. Blood withdrawn for 
the Wassermann reaction also gave negative results, 
but tests for bilirubin in the blood serum were 
strongly positive. 

Although roentgenotherapy was considered, a 
splenectomy was advised. ‘This was done Novem- 
ber 23, 1915. Under ether anaesthesia an incision 
was made along the left border of the left rectus 
muscle from the rib margin to the umbilicus. 
Palpation of the gall-bladder, gall-ducts, liver, 
stomach, and pancreas was negative. The spleen 
was considerably enlarged, firm, but not indurated, 
and fairly free from adhesions except along its 
posterior border and to a moderate extent at the 
upper pole. The adhesions were freed, allowing the 
delivery of the spleen forward. The pedicle of the 
spleen was then ligated and the spleen removed. 
It weighed 800 gm. The wound was then closed 
in the usual manner. The operation was well borne 
and the patient made an uneventful recovery. It 
is interesting to note that the icterus began to disap- 
pear immediately after the operation and was 
almost entirely gone at the end of a week. Four 
weeks later the patient resumed his work. 

The results obtained by the splenectomy were 
striking. Two days after the operation, November 
25, the white blood-cells rose to 24,000. ‘The 
polymorphonuclear leucocytes were 80 per cent. 
November 29, haemoglobin 88 per cent, red cells 
5,120,000, the color index being 0.9; total number 
of leucocytes 11,000. December 20, about one 
month later, the blood count showed: haemoglobin 
80 per cent, the total count of red cells being 
5;440,000. ‘The white blood-cells numbered 18,600. 

The patient, when last seen, March 20, 1916, 
had no subjective symptoms, and there was no 
sign of icterus. The blood and urine were normal. 

Epwarp L. CorneE Lt. 


Lockwood, C. D.: Surgical Treatment of Banti’s 
Disease. 7. West. Surg. Ass., St. Paul, 1916, Dec. 


Splenectomy has become a well recognized pro- 
cedure. <A sufficient number of splenectomies 
have now been performed to establish upon a fairly 
secure basis the indications for this operation. 

The author’s contribution is based upon a careful 
review of the literature and observations in three 
cases. A brief description of the technique em- 
ployed is given. A long rectus incision was found 
entirely adequate for the removal of all three spleens 
although two of them were very large. Special 
emphasis is laid upon the importance of ligating 
the splenic artery before removing the spleen. ‘The 
spleen was delivered by encircling it with the arm 
much as one would pick up a large watermelon. 

In two of the three cases reported a large amount 
of blood was lost from the spleen after its removal. 
This blood was collected in a sterile basin. It was 
then citrated and reintroduced into the patient’s 
veins with marked beneficial results. This method 
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of autotransfusion was thought to be original, but 
on looking up the literature it was found that 
Lichtenstein had reported several cases of auto- 
transfusion in ruptured extra-uterine pregnancy. 

The author then reports in detail 3 cases of his 
own and reviews 39 cases collected from the liter- 
ature which have been reported since 1908. These 
42 cases show an operative mortality of 14.5 per 
cent as against 19.5 per cent in 61 cases collected 
by Dr. George B. Johnstone prior to 1908. 


MISCELLANEOUS 


Franchini, A.: Subphrenic Abscess (Dell’ascesso 
subfrenico). Gazz. d. osp. e d. clin., Milano, 1916, 
XXXVil, 1074. 


The author reports six cases of subphrenic ab- 
scess which he operated upon, three of which are 
ascribed to a gastric or duodenal origin and three 
to suppurative hydatid cyst. 

The clinical variety of subphrenic abscess having 
a gastric or duodenal origin is that most frequently 
met with; and its symptomatology is so character- 
istic that diagnosis is relatively easy. The onset is 
rarely insidious and is secondary to perigastritis or 
duodenitis following inflammatory neoplastic or 
ulcerous processes. As a rule objective manifesta- 
tions of subphrenic collections with perforations 
are situated on the left side, but in the author’s 
cases they were on the opposite side, probably due 
to the primary lesion being situated in the pylorus 
or duodenum. It is very difficult to determine the 
exact anatomic point at which perforation occurs. 
In the author’s cases he decided that this was not 
in the anterior face of the pylorus or duodenum, 
because in such an event a generalized peritonitis 
would have ensued. When, on the other hand, the 
perforation is on the retropyloric or posterior 
duodenum, the acute inflammatory process finds 
the anatomical conditions very favorably disposed 
as a barrier of defence against diffusion into the 
peritoneal cavity. 

As regards the cases of suppurative hydatid cysts 
the author is doubtful if these should be regarded 
as true subphrenic abscesses, as he prefers to restrict 
that term to pus collections. When cysts of this 
kind give rise to subdiaphragmatic abscesses, which 
is rare, they should erupt in the interhepatic sub- 
diaphragmatic space, but in his cases the author 
found himself unable to verify this rupture. 

With regard to the operative treatment of sub- 
phrenic abscesses; this must be subordinate to the 
situation of the abscess. There are cases in which a 
clear epigastric or lumbar evolution does not permit 
any doubt as to the procedure to adopt. Where the 
case has a clearly thoracic development the trans- 
pleurodiaphragmatic route with resection of one 
or two ribs must be selected as guaranteeing the 
best outlet for the products of purulent secretions 
and avoiding the danger of peritoneal involvement. 
This route is considered better than the antero- 
abdominal route for cases of abscess of gastric origin 


as it affords a better drainage. The incision can 
be posterior or lateral, generally in the neighborhood 
of the ninth rib, according to objective signs and 
the results of exploratory puncture. The length 
of the incision should vary from 15 to 16 cm., 
enough of the ninth and tenth ribs being resected to 
afford sufficiently low exit for secretion products. 
The author does not consider that operative 
pneumothorax is a very serious danger and in any 
case it may usually be avoided or reduced. He has 
in all his cases used local anaesthesia (novocaine) 
and to this fact especially, as well as to the post- 
operative care, he ascribes the success which at- 
tended all six cases treated. These cases were 
exceptionally grave and Franchini is of the opinion 
that a different procedure would probably have 
resulted in some failures. W. A. BRENNAN. 


Seibert, O. J.: Diaphragmatic Hernia. Surg., 
Gynec. & Obst., 1910, xxiii, 465. 


The author reports a case of diaphragmatic hernia 
of the stomach in a woman 68 years of age. The 
condition was apparently of congenital origin, 
although four successive protracted labors may have 
had some part in exaggerating the condition. The 
patient has had more or less stomach trouble all 
her life. This has become progressively worse since 
her first confinement, 30 years ago, and especially 
so in the last ten months. The clinical picture at 
this time was that of pyloric obstruction. Roent- 
genographic examination showed the entire stomach 
above the diaphragm, behind the heart. There was 
no respiratory embarrassment nor cardiac dis- 
placement which are usually found with diaphrag- 
matic hernia. 

At operation the stomach was found in the 
posterior mediastinum, with the pylorus bound to 
the margin of the oesophageal opening, which was 
sufliciently large to admit the entire hand. The 
stomach and pylorus were released and replaced 
into normal position, the diaphragmatic opening 
closed with interrupted sutures and a_ ventral 
fixation done. The gastric symptoms have entirely 
disappeared since operation. 

The report is illustrated with roentgenograms 
and drawings and there is a review of the literature 
on the subject which shows the extremely few cases 
recognized prior to autopsy and the still fewer cures 
effected, even though the condition is not nearly so 
rare as is usually supposed. 


Pringle, J. H.: Report of a Case of Hernia into the 
Paraduodenal Fossa. Glasgow M. J., 1916, 
Ixxxvi, 65. 


Pringle describes the paraduodenal fossa and re- 
ports the following case: A man 4o years of age, 
previously well, had had three attacks during the 
preceding year of severe pain in the epigastric area 
following the taking of food. He would vomit 
green bilious material and be unable to work for two 
weeks or more. He had lost considerable weight 
and was emaciated. The upper abdomen was 
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rather full, with a palpable tumor in the left lower 
epigastric region. ‘There was no free hydrocholoric 
acid in the gastric contents. At operation two 
masses were found, the larger being behind the 
stomach and pushing it forward, splitting the 
gastrocolic ligament longitudinally. 

The tumor was about the size of an average 
Spanish melon, and adhesions were present every- 
where. The sac opening could not be located, so the 
sac was opened and found to contain the small 
intestine with numerous large tuberculous glands 
contained in its mesentery. The ‘‘ring” of the 
sac was finally found in intimate contact with the 
cecum pointing downward and backward, and the 
anterior boundary of the ring contained the inferior 
mesenteric vein. After the small intestine and a 
part of the gland tumor were reduced, the ring was 
in the middle line and over the lumbar vertebre. 
The ring of the sac could not be closed up as part 
of the tumor and adherent jejunum could not be 
reduced. To prevent recurrence of the hernia the 
jejunum was sutured to the posterior surface of the 
stomach just outside the ring, together with a 
few sutures placed through the anterior wall of the 
sac and the retained jejunum, on the left side of the 
vein. As the duodenum was greatly dilated and 
hypertrophied an anterior gastro-enterostomy with 
an entero-enterostomy between the afferent and 
efferent loops of the bowel was made. Posterior 
gastro-enterostomy was not possible because of 
adhesions. The openings in the sac and gastro- 
colic ligament were sutured and the abdomen closed. 
The patient made a good recovery, gained consider- 
able weight, and was in good health sixteen months 
after the operation. 

The points of interest are the great stretching of 
the sac and the displaced orifice down to the right 
iliac fossa, the dense adhesions between the ring 
and the terminal ileum, and the irreducible tumor. 
The adhesions everywhere present were probably 
due to the tuberculous process, and Pringle thinks 
produced the hernia itself. Carw R. STEINKE. 


Webb, C. H. S., and Milligan, E. T. C.: Thirty- 
two Cases of Penetrating Wounds of the 
Abdomen. Brit. J. Surg., 1916, iv, 338. 


The series consists of 32 cases, 21 of which were 
submitted.to operation, and 11 of which were not 
operated upon. ‘Those not operated upon fall into 
two groups: (1) those where there was doubt as 
to the penetration, (2) those cases that were mori- 
bund or too hopelessly sick to admit of laparotomy. 

Of the cases not operated upon, 6 recovered and 
5 died, giving a mortality of 45.45 per cent and a 
recovery rate of 54.54 per cent. Of the cases that 
were submitted to operation, 12 recovered and 9 
died, giving a mortality of 42.85 per cent and a 
recovery rate of 57.14 per cent. 

The authors have experienced considerable dif- 
ficulty in deciding when to operate and have come 
to the conclusion-that it is better in every case to 
wait until one to three hours after receiving the 


INTERNATIONAL ABSTRACT OF SURGERY 


patient before deciding to operate. They base 
their conclusions on the following reasons: 

1. Antishock measures will differentiate between 
the moribund cases and those that are capable of 
reaction. ‘This may seem a truism, but it is an im- 
portant one. The authors have found that time 
spent in operating on those cases which do not 
respond to antishock measures on admission to the 
casualty clearing station is time wasted. They have 
not saved any case by rapidly opening the abdo- 
men, expecting perhaps to find bleeding from a large 
vessel, and ligating the same. Moribund cases 
are very pale, have small rapid pulses, and present a 
picture of severe internal bleeding; whereas in reality 
they are usually severe cases of shock, superimposed 
upon an almost negligible amount of bleeding; cases 
of wounds of large vessels do not reach the average 
casualty clearing station. Unless patients can be 
tided over their shock, it is useless to try any op- 
erative measures. 

2. Waiting will help one to decide whether actual 
penetration has occurred or not; that is to say, a 
patient brought in by motor ambulance, suffering 
from a wound of the abdominal wall, will often com- 
plain of severe abdominal pain with tenderness and 
rigidity in and around the musculature wounded; 
he may even have vomited; but rest in bed will 
quickly clear up the diagnosis. Again, where the 
liver, the diaphragm, and perhaps one kidney or 
the other have been wounded, it is very difficult 
at first to be sure that there is no lesion ofa hollow 
viscus also present. Rest in bed brings to light the 
progressive symptom-complex of a peritoneal in- 
fection; whereas the false impression of grave intra- 
abdominal injury created in the mind of the ob- 
server by many cases of simple wounds of the ab- 
dominal wall, or of the solid viscera unaccompanied 
by severe haemorrhage, is dispelled, as with each 
hour of rest in bed the patient becomes more and 
more comfortable and at ease. 

In the examination, the facies — pallor, anxious 
expression, sinking of the eyes—is of the ut- 
most help in arriving at an estimation of the 
general condition of the patient, and in addition, 
working of the ala nasi, combined with other evi- 
dences of dyspnoea, in wounds of the upper abdomen 
where the diaphragm is involved, is also useful. 

The pulse is perhaps the most reliable guide of all. 
A steadily rising pulse is more to be relied upon as a 
determinant for operation than any other symptom 
or sign. The general character of the pulse nat- 
urally is of great value in deciding whether or not 
an operation is possible. 

Respirations vary mainly with the situation of the 
abdominal wound, and also to some extent with the 
damage wrought by the projectile. In an uncom- 
plicated wound of the small intestine, without much 
bleeding, the respirations may not vary from the 
normal at all. A wound involving the diaphragm 
produces shallow, catchy, spasmodic breathing at a 
quickened rate, often 40 per minute. Where there 
is much bleeding, air hunger becomes noticeable. 


With a commencing peritonitis, again, the rate 
quickens, and the respirations become shallow and 
thoracic in type. 

Temperature is no guide at all in the early stages. 
In a great many cases, on admission the temperature 
is subnormal. It is very seldom indeed that a 
temperature of over 99 degrees is registered before 
the case has been some hours in bed. ‘The degree 
to which the temperature is subnormal is a guide to 
the amount of shock present. A subnormal tem- 
perature and a pulse of over 140 are grave signs. 
If after an hour in bed such a pulse continued to 
rise, and remained small and unsteady, and the 
temperature remained subnormal or even fell fur- 
thur, we would not attempt any operative measures. 

Vomiting as a positive sign is useful as con- 
firmatory evidence, but its entire absence has been 
noted in cases where, either at operation or at an 
autopsy, the presence of extensive intra-abdominal 
injury has been ascertained. Patients with wounds 
of the abdominal wall not infrequently vomit, and 
those with simple bullet wounds of such viscera as 
the liver and kidney may or may not vomit. 

The escape of urine, intestinal contents, or bile, 
or the prolapse of omentum, intestine, or (as in one 
case) liver, through some other wound, is of course 
pathognomonic. 

Tenderness and rigidity are in nearly every case 
present and marked. The same remark as to lo- 
calization made with regard to abdominal pain 
applies here also, with the reservation in both 
cases that muscular rigidity may be of more help 
than pain in localizing some cases, especially where 
a through-and-through wound from front to back 
has occurred toward the periphery of the abdomen. 
General rigidity is an important sign of some intra- 
abdominal lesion. 

The authors have followed a definite detailed 
method of examination of the abdominal viscera. 
The ileocecal junction is sought for and the ileum 
is traced in continuity backward to the duodeno- 
jejunal flexure. The ileum and mesentery are ex- 
amined back and front during this procedure and 
each loop of intestine is drawn seriatim out of the 
abdomen. 

Each intestinal wound as discovered is covered in 
by a gauze sponge around the whole circumference 
of the gut and held in place byaclamp. The cecum, 
ascending, transverse, and descending colons are 
then examined, special care being necessary at the 
hepatic and splenic flexures. 

No remedial measures, with the exception of 
temporary hemostasis, are commenced until the 
whole number and character of the lesions present 
have been ascertained. 

The authors believe that it is very important to 
make a thorough attempt to find the projectile in 
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every case in which it is retained. Clothing carried 
in will be found mostly clinging to the ragged portion 
of shell causing the wound. 

The peritoneum is cleansed along the tract as 
far as possible by gentle dry swabbing. Drainage 
tubes are inserted along the tract through the 
parietes. 

As to complications following operation, more 
cases were lost from shock after operation than from 
any other cause. 

There were two cases of acute dilatation of the 
stomach which reacted well to eserine gr. 1/50, 
combined with gastric lavage. 

Distention has been most marked in cases of 
wounds of the terminal ileum and of the cecum. 
Eserine, one-half-gr. doses of calomel, and small 
enemata have been useful. 

Unfortunately respiratory sequela have been only 
too frequent, taking the form of bronchitis or a 
bronchopneumonia. 

A spreading cellulitis of the abdominal wall, 
commencing in the projectile track, is not an uncom- 
mon sequela. 

A fatal result from gas gangrene toxemia, starting 
round a retained missile, has been responsible for 
several disappointments. 

The retroperitoneal tissues are easily and rapidly 
affected by organisms which happen to be im- 
planted therein. C. G. Heyp. 


Récamier and Luynier: Accidents Due to Abdom- 
inal Contusions (Accidents des contusions de 
Vabdomen). Presse méd., 1916, p. 449. 


In addition to immediate grave results of abdom- 
inal contusions resulting in visceral rupture, etc., 
the authors point out that there are often other 
local effects which have a special symptomatology. 

The symptoms consist in pain, at first sharp but 
becoming dull and persistent, in the left hypochon- 
drial region, and a fluctuating tumor making a 
considerable projection is observed developing under 
the left costal border. 

In one case the authors approached the tumor 
by the lumbar route. On exposing the lower pole 
of the kidney they opened a large cavity containing 
1.5 liters of serosanguinous fluid. The man re- 
covered but with a fistula. In the second case, the 
transperitoneal route was used; the peritoneum was 
healthy, the tumor being strictly limited in front of 
the epiploon but extending up to the kidney and 
enclosing serosanguinous fluid as in the first case. 
In this case as there was a kidney lesion a urinary 
fistula formed. 

In similar cases the author thinks it best to 
use the lumbar route of approach to avoid any 
possible complications due to non-manifest kidney 
lesions. W. A. BRENNAN. 
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SURGERY OF THE EXTREMITIES 


DISEASES OF THE BONES, JOINTS, MUSCLES, 
TENDONS, CONDITIONS COMMONLY 
FOUND IN THE EXTREMITIES 


Haines, W. D.: Acute Osteomyelitis. 7,r. 
Surg. Ass., St. Paul, 1916, Dec. 


The author believes that acute osteomyelitis 
should be placed in the category of emergency 
surgery. There are two conditions with which this 
disease is frequently confused, rheumatism and 
typhoid fever. As the bone infection usually begins 
in juxtaposition with the joint, rheumatism becomes 
a very natural and frequent stumbling block; but 
the deep-seated pain elicited by firm pressure over 
the shaft, usually near the epiphysis, absence of 
effusion into the joint cavity, and the sudden, severe 
onset of symptoms serve to distinguish this disease 
from the arthitides. 

The swelling and tenderness over the joint are 
present early and may precede pain in rheumatism; 
whereas joint involvement in osteomyelitis appears 
only after perforation has taken place. 

In the differentiation of this condition from 
typhoid and other acute exanthemata there are 
numerous Clinical data to guide us but we should 
always be on the lookout for bone complications. 
The staphylococcus aureus is the most frequent 
bone infection, but bacillus typhosus, pneumono- 
coccus, and bacillus coli communis have been found 
as causal factors. Trauma, exposure to cold, ham- 
orrhage, and other devitalizing influences are predis- 
posing factors in the production of the disease. 

An interesting feature of this paper was the some- 
what novel description of what the author was 
pleased to call the mechanics of osteomyelitis. It 
dealt with the arrest of infection in the terminal 
arteries situated in the end of the bone and the 
method by which quick, wide destruction of the 
bone and surrounding structures followed in 
neglected cases. 

He likened pus to steam in that it cannot be 
confined by pressure. Numerous case histories 
were cited to illustrate various phases of the paper. 
The grandfathers of surgery, he said, well knew 
how to save the distal phalanx of a patient suffering 
of whitlow by early free incision, but just why 
they left the further application of this cardinal 
principle in the treatment of osteomyelitis to those 
who were to follow them is still a mystery. 

Reference was made to the numerous specimens 
found in museums of sequestra representing almost 
the entire shaft of some of the long bones, and the 
hope was expressed that with our present day under- 
standing of the pathology and treatment of the 
disease additions to the list would cease. 

The disease, ordinarily speaking, runs a very 
acute course; recognition, however, of the chronic 
form of osteomyelitis is highly essential to a clear 
conception of the end-results following fracture of 


West. 


the bone, as patients suffering from the chronic 
form of the disease are prone to show bony deform- 
ity, delayed union, non-union, coxa vara, or Over- 
growth of bone, and if antecedent conditions are 
not recorded the surgeon is blamed for bad results 
for which he is in no way responsible. 


Blaine, E. S.: Idiopathic Infantile Osteopsathy- 
roids. Am.J. Roentgenol., 1916, iii, 438. 


While the name “idiopathic osteopsathyrosis”’ 
was adopted by Lobstein in 1833, Blaine finds it to 
be unquestionably correct, inasmuch as it indicates 
the pathology of the disease. Such names as 
fragilitas ossium, osteogenesis imperfecta, periosteal 
dysplasia, dysplasia periostalis foetalis, myelo- 
plastic malacia, and others do not define the con- 
dition, and in fact some entirely misrepresent the 
actual process. 

Blaine divides the cases into three forms: (1) 
foctal osteopsathyrosis, commonly called osteogenesis 
imperfecta; (2) infantile osteopsathyrosis; and (3) 
adult osteopsathyrosis. He reports one case, and 
although two others came under his observation 
the records were lost. The point of interest in 
the diagnosis of this condition is the thinning of 
the shafts of the long bones where the multiple 
fractures usually occur; the heavier bones and the 
ends of the long bones are not likely to be involved 

W. S. Newcomer. 


Edington, G. H.: Secondary Infections of Joints 
in Acute Medical Ailments. Brit. M. J., 1916, 
ii. 289. 

’ Edington reports three cases: one of broncho- 
pneumonia complicated by a pneumococcic abscess 
of the knee; one of empyema (pneumococci) with 
coxitis (streptococci); and one of cerebrospinal 
fever with suppuration in the knee-joint. 

The author believes that the lowering of general 
resistance plays a part in the occurrence of joint 
involvement in the course of medical conditions, 
but he is unable to explain why certain joints are 
involved, as in none of the three cases reported was 
there any local cause, a strauma, discovered. The 
probabilities are that in most cases of secondary 
arthritis the condition is to be looked upon as a 
metastatic one. F. D. Dickson. 


Bauer, F.: A Case of Arthroma of the Vastus In- 
ternus Muscle (Ein Fall von Arthroma in Muskel 
vastus internus). Tr. XI North. Surg. Cong., 
Goeteborg, 1916, July. 

The author describes a specimen of tumor extir- 
pated from the vastus internus muscle and its ten- 
don. From the clinical symptoms and the anatom- 
ical relations of the tumor — its form, location, its 
lower pole resting upon the patella, the contents after 
tapping — it was suspected that it belonged to the 
group of tumors described as arthromata by Bjoern- 
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Floderus. The microscopic examination of the 
tumor corroborated this view. 

A group of tumors formerly known under various 
names (ganglions, synovial ganglions, synovial 
cystomata) are, according’ to Floderus, histoid 
tumors of joints, and he gives them the name 
arthromata to correspond to chondromata for his- 
toid tumors of cartilage. L. A. JUHNKE. 


FRACTURES AND DISLOCATIONS 


Barney, C. O.: Observation on Fractures. JN. Y. 
St. J. Med., 1916, xvi, 466. 


The author’s observations are based on 116 cases. 
He states that every fracture is potentially a deform- 
ity and if it becomes a permanent deformity it will 
lead to impairment of function. The object of 
treatment is the restoration of complete function 
and the overcoming of the deformity with the 
least risk and inconvenience to the patient and 
the least anxiety to the surgeon. The author holds 
that the smooth working of a limb depends on 
preserving the true axis of the movements of the 
joints, so that the stress of muscular action may 
act across the joints in normal lines. Therefore 
in dealing with fractures of the shafts of long bones 
the first consideration is to secure and maintain a 
true anatomic alignment of the bones. 

Barney states that surgeons with large experi- 
ence in the manipulative methods of treating de- 
formity will obtain better results than the novice 
and these surgeons will reserve the operative methods 
for those cases which show that after skillful manipu- 
lation they were unable to retain the parts in a 
correct position until union of the fragments had 
taken place. 

The old traditional wooden board used as a splint 
is fast being abandoned. No human limb will fit 
a flat board. If the limb is bandaged tight enough 
to maintain immobility of the limb on a flat board 
splint the pressure will almost certainly cause 
pressure atrophy of the muscles. A joint that is 
tender to palpation is not ready for movement. 

In the second part of the paper which is devoted 
to a consideration of special fractures the author 
mentions the use of thyroid extract as an aid to cal- 
lus formation. For Colles’ fracture the author 
insists on the use of anesthesia. When reduction 
is complete no particular form of splint is insisted 
on. He has no fear of a stiff wrist where there is no 
injudicious passive motion applied. Other fracture 
treatments mentioned are along conventional con- 
servative lines. IsiporE CoHN. 


Owen, W. B.: Intra-articular Fractures. Internat. 
J. Surg., 1916, xxix, 313. 

The author presents an interesting and instructive 
article on intra-articular fractures. He states that 
solutions of osseous continuity involving intra- 
articular surfaces, having been recently encountered 
with comparative frequency, induces the conclusion 
that many such lesions were formerly overlooked. 


Radiographic examination prior to attempted 
reduction is necessary to determine the extent and 


character of the existing lesion, and afterward to . 


demonstrate whether the proper approximation of 
the fragments has been obtained, and the likelihood 
of their remaining in fixed position until union 
occurs. 

Intra-articular fractures are susceptible of the 
same division and classification as solutions of os- 
seous continuity elsewhere, viz., (1) simple, (2) 
compound, (3) comminuted, and (4) accompanied 
by varying degrees of luxation. In the order of 
their frequency the occurrence of such fractures 
may be approximately stated as: (1) at the elbow, 
(2) the ankle, (3) the wrist, (4) the hip, (5) the 
shoulder, and (6) the knee. 

External traumatic lesions constitute the prin- 
cipal causative factors, such as crushing or twisting 
of the wrist, elbow, and ankle; less frequently of the 
knee, hip, and shoulder; gunshot wounds may also 
be instrumental in the production of typical com- 
minuted intra-articular fractures. 

As in the surgical management of fractures in 
other situations, the primary and essential pre- 
requisites to ultimate successful results are: (1) 
the avoidance of infection, (2) the accurate approxi- 
mation and maintenance of the fragments, and (3) 
the prevention of disabling deformity. 

All simple intra-articular fractures which can be 
effectively reduced and the fragments maintained in 
correct anatomic apposition with fair prospects of 
future unimpaired function, should be treated by the 
closed method supplemented by external application 
of proper supporting devices. 

In the majority of fractures at the elbow-joint, 
placing the arm in extreme flexion has proved satis- 
factory. An exception to this must be made in 
lesions of the olecranon process, the best result in 
that type being obtained by fixing the arm in full 
extension. 

In the hip- and shoulder-joints, if fracture occurs 
below insertion of the deltoid or psoas muscle, the 
limb may be dressed in abduction, which will favor 
coaptation and maintenance of the fragments. 

Fractures occurring about the wrist and ankle 
should be so dressed as to best maintain the frag- 
ments in accurate anatomic approximation. 

When fracture implicates the knee-joint the most 
favorable result may be secured by dressing the leg 
in moderate extension. 

In compound and the majority of comminuted 
intra-articular fractures, where the fragments can- 
not be maintained in accurate anatomic apposition, 
the open method must be employed if restoration of 
function is to be expected. 

Drainage should be practiced in every compound 
fracture which invades the joint. As a precaution- 
ary measure, in anticipation that infection by the 
bacillus tetani may have occurred, the patient 
should receive an immunizing dose of antitetanic 
serum. 

In extensively comminuted intra-articular frac- 
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tures, small fragments which cannot be maintained 
in correct anatomic apposition should be immediate- 
ly removed. 

In all joint fractures accurate coaptation and 
maintenance of reduction are imperative, otherwise 
restoration of function cannot possibly be obtained. 

The formation of an inordinate amount of callus 
in the joint usually means the ultimate production 
of partial or complete ankylosis, the limb remaining 
practically fixed in the position in which it is placed 
when permanent dressings are applied. Some 
limitation of normal mobility and functional im- 
pairment may be expected in the majority of com- 
pound and comminuted intra-articular fractures, 
and the patient should be so informed before treat- 
ment is undertaken. 

In advocating the open method of treating intra- 
articular fractures, the importance of most rigid 
aseptic precautions is again emphasized. If the 
surroundings be such as to preclude the attainment 
of this desideratum, the open method should not 
be employed; it is wiser to trust the ultimate out- 
come to nature with the closed method, than to 
subject the patient to almost certain infection and 
the consequent additional dangers to life. 

In the production of fixation of joint fragments 
absorbable material is believed preferable, but good 
results have been reported from the application of 
plates, screws, wires, and nails for this purpose. 
Certain operators have expressed a decided prefer- 
ence for autogenous bone-splints, ivory or bone 
pegs, etc., and claim favorable results have been 
thus secured. 

The after-treatment of intra-articular fracture 
differs in some respects from that applicable to 
solutions of osseous continuity in other situations. 
Hot applications and light massage may be ad- 
vantageously employed earlier, but passive motion 
should not be attempted until about the fourth week, 
and even then should be practiced with caution. 

The conclusions are: 

1. The surgeon should be allowed ample time for 
thorough study of each intra-articular fracture be- 
fore deciding upon the method of treatment; there 
is no need for haste in application of the permanent 
dressing nor in decision concerning operation; ‘‘the 
same fracture will be present a week later.” 

2. Accurate anatomic approximation of the 
fragments is more essential in fractures involving 
joint structures than those in other situations to 
insure future restoration of function and joint 
mobility. 

3. The method of treatment employed should be 
the one with which the surgeon is thoroughly famil- 
iar, and which has been productive of the most 
satisfactory anatomic and functional results in his 
experience. 

4. Exceptional precautions should be exercised 
in the production and maintenance of absolute surgi- 
cal asepsis and aseptic operative technique. 

5. Due caution should be observed by the sur- 
geon to avoid additional traumatism to important 
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structures, and to conserve normal blood and 
nerve supply so far as may be possible. 

6. Despite the favorable results reported by other 
surgeons from the application of non-absorbable 
substances in fixing the fragments in intra-articular 
fractures, it is believed future experience will 
demonstrate that absorbable material is preferable. 


Reineking, H.; General Consideration in the 
Treatment of Fractures. Wis. M. J., 1916, xv, 
145. 

Reineking believes that by early reduction of 
fractures, there is less swelling, less displacement 
and interlocking, less interposition of other tissue, 
and less prolonged injury to nerves and blood- 
vessels. Anesthesia and X-ray examination should 
be the rule in all fractures. Plaster casts are prob- 
ably the best retentive appliance, but in some 
instances instead of the circular casts, the molded 
plaster splint may be used or bridging over of exten- 
sive injury by iron bars imbedded distally and 
proximally in plaster. Complicating injuries to 
vessels and nerves should be sought for. Passive 
motion should not be practiced in joint fractures 
until firm union has been established and acute 
sensitiveness disappears, for the ultimate mobility 
of a fractured joint is determined more by the extent 
of injury incurred by the joint structures and by 
the accuracy of the reposition and fixation of the 
fragments than by efforts at re-establishing motion. 
The active exercise by the patient after firm union 
is the one essential requirement for the restoration 
of normal function. R. G. Packarp. 


Grant, H. H.: The Open Treatment of Fractures 
by a Simple Device. Tr. South. Surg. & Gynec. 
Ass., White Sulphur Springs, 1916, Dec. 


The author briefly discusses the indications for 
the open operation in certain fractures and urges 
the following steps: 
the femur, humerus, or tibia, the X-ray shows 
approximation to be unallowably imperfect, also 
in all ununited fractures or in all cases of vicious 
union, the seat of the fracture should be exposed, 
the fragments adjusted and fixation effected. The 
special device recommended consists of gimlets, 
with a screw shaft, used either as one or two pairs. 
The shafts are screwed into a drilled hole in the 
bone, just above and below the point of separation, 
after the approximation has been made through 
an open wound. The handles of the gimlets, 
which are flat, are brought together and secured by 
a thumbscrew which holds firmly. If two pairs are 
used a plaster cast is not needed. When only one 
pair seems sufficient a light cast is applied after 
the wound is closed about the shafts. The clamps 
are removed after sixteen to twenty days. There 
is no reason to fear infection along the shaft. Eight 
cases are reported without failure to secure union. 

Grant believes the following conclusions represent 
sound surgery: 


When in recent fractures of . 
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1. The advantage of directing the adjustment 
and fixation of the fragments in most fractures of 
the thigh and the humeral shaft, as well as of the 
tibia and other long bones, under the eye is often 
so positive as to require only a safe and simple 
method for general adoption. 

2. Badly opposed, as well as ununited frac- 
tures, conditions readily recognized by modern 
facilities, demand undelayed treatment by the 
open plan. - 

3. The application of absorbable ligatures 
requires as much or more manipulation as does the 
putting in of plates, with far less security, hence 
the risk is not compensated for; and wiring of the 
fragments gives poor fixation, with the drawback 
of a retained foreign body. 

4. While the Lane plates in skilled hands 
accomplish perhaps the best fixation, the method 
carries with it the serious objection of the danger 
of infection, and even where all seems to go well, 
later removal is often required. 

5. If by a simple, inexpensive, and safe method 
of fixation, not even involving the broken surfaces, 
approximation can be maintained, open treat- 
ment should become the ideal method. 


Cheever, D.: Some Aspects of the Treatment of 
Compound Fractures Under Civil and Military 
Conditions. Boston M. & S. J., 1916, clxxv, 442. 


The author believes much good will come from 
the knowledge gained by surgeons of the warring 
nations. The care of wounds in civil and military 
fields is discussed in a general way. The author 
does not believe that internal fixation by means of 
bone-plates, etc., in infected wounds of compound 
fractures are contra-indicated. The varying effects 
of projectiles at different speeds together with 
clothing and soil contaminations are discussed. 
Hypochlorous acid has been used with good results 
and is especially recommended because of its harm- 
lessness, it having been given intravenously. Dur- 
ing acute infections the use of plaster of Paris is 
not recommended, the author preferring splints, 
etc. H. W. MEYERDING. 


Darrach, W.: The Importance of Early Reduction 
of Fractures with Displacement. Boston. M. 
& S. J., 1916, clxxv, 437. 


The author makes a strong plea for early reduction 
of fractures, believing that fractures should be class- 
ed as emergencies just as much as ruptured ulcer 
and acute appendicitis. Further, the X-ray plant, 
an indispensable aid, should be ever ready day or 
night, Sundays, and holidays. He believes many 
of the open operations could be avoided if proper 
attempts were made the day of the fracture. 

His conclusions are as follows: 

1. A more exact replacement can be accomplished 
in the first few hours than if the reduction be delayed, 
especially if that delay be a matter of days. 

2. The percentage of perfect anatomical results 
will be much higher with early reduction. 


3. The ease of reduction will to a large extent 
vary inversely with the time elapsing since the 
injury. 

4. The additional trauma caused by manipula- 
tions during reduction will be reduced. 

5. The evil effects of pressure of a displaced frag- 
ment on adjacent structures will depend on the 
duration, as well as the amount of that pressure. 

6. With a more perfect reduction comes a de- 
crease in the amount of new tissue necessary to re- 
pair the injury, which means a lessening of the period 
of disability and a more complete return of function. 

7. Lastly, the amount of pain and discomfort 
subsequent to the reduction will be lessened. 

H. W. MEYERDING. 


Dyas, F. G.: Treatment of Fracture by Nail Exten- 
sion. Surg., Gynec. & Obst., 1916, xxiii, 478. 


The method is a compromise between the fre- 
quently inefficient closed method and the hazardous 
open operation and was proposed by Steinmann, 
who got his idea from the Malgaigne hooks. Stein- 
mann’s explanation of the method is that it exerts 
a continuous traction exclusively by the aid of nails 
or screws which are driven either in or through the 
bone, whenever possible through the lower frag- 
ment. Various modifications of nails and screws 
together with methods for introducing them have 
been used, but the simple steel wire nail driven 
through the bone by a mallet is as good as any. 
Careful asepsis is, of course, necessary. The 
originator of the method treated a number of his 
cases by local anesthesia. This was not attempted 
in the author’s work. The nail may be used both 
for traction and as a lever when rotation has 
occurred. On account of the great traction exerted 
it is necessary to have frequent X-ray examinations 
lest a separation of the fragments take place. 
The optimum time for leaving the nail in situ is 
eighteen to twenty-one days. ‘Traction applied 
for a longer period may cause the nail to cut through 
the bone by means of a pressure necrosis. The 
advantages of the method are: 

1. It is less dangerous than the radical open 
operation. 

2. It enables the surgeon to exert the maximum 
amount of traction while using the minimum area 
for the attachment of the traction apparatus. 

3. It will bring about a reduction of the deformity 
in old standing cases where other methods fail. 

4. The technique is not difficult and can be 
mastered easily. Therefore, the method is practical 
and can be used by the entire profession. 

5. It gives access to wounds in compound frac- 
tures, permits of frequent dressings, and does away 
with unclean and infectious fixation apparatus. 


Clough, F.E.: Fractures of the Leg; End-Results 
in One Hundred Consecutive Cases. J.-Lancet, 
1916, XXxvi, 509. 

The report is based on Clough’s experience in a 
mining district. The ages in 72 per cent of the cases 
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were between 20 and 4o years old. The average 
period of disability for all cases was 98.6 days. 
Conservative methods were followed as far as 
possible in handling the cases. Only 4 per cent 
were operated upon for the fracture alone. Some 
of the compound fractures which were infected 
united while suppuration was going on, and Clough 
is strongly of the opinion that if repeated efforts 
are made the majority of recent fractures of the leg 
can be put into line and held there by conserva- 
tive methods. He is also of the opinion that it 
requires as much experience and even more at- 
tention to details to handle fractures by the con- 
servative method as with treatment by the open 
method. 

Huntington states that the majority of delayed 
unions are due to faulty handling of recent fractures. 
The majority of the author’s cases were reduced 
under anesthesia. Almost without exception the 
men have returned to the same type of work they 
were engaged in prior to the injury. Tetanus has 
never been noted as a complication of fractures 
in Over 30,000 accident cases treated by the author. 
He therefore does not use serum as a prophylactic 
agent. IsipoRE COHN. 


Vaughan, G. T.: Treatment of Fractures of the 
Femur, Especially in the Old. 7r. South. Surg. 
& Gynec. Ass., White Sulphur Springs, 1916, Dec. 

Vaughan believes that the most common cause 
of death after fracture of the femur is thrombosis 
with embolism — either from blood-clot or from 
fat. 

He does not believe in operating on every case 
of fracture of the femur nor in putting foreign 
material in the tissues when operation is performed, 
except when necessary. For neck fractures, with 
impaction and good position, plaster of Paris is 
applied with the limb in normal extension; with 
displacement of fragments, Whitman’s extreme 
abduction and plaster. If this treatment fails to 
effect reduction open operation and use of a screw 
or other means should be considered. 

For shaft fractures, when Buck’s and other meth- 
ods of extension are not indicated and open opera- 
tion is decided upon, several methods may be used; 
preferably exposure of the fragments and _ their 
coaptation in such a way as to maintain their 
position simply by an external splint. In oblique 
fractures this can be done by the interlocking 
method, that is, inserting one of the sharp-ended 
fragments into the medullary cavity of the other; 
in transverse fractures, by an intramedullary splint 
taken from the fractured bone. 

If necessary to use metal, the plates and bands 
are preferred to wire, nails, and screws; for trans- 
verse fractures, Lane’s plates, and for oblique ones 
the steel bands of Parham and Martin. No weight 
should be borne upon a femur which has been 
fractured for four months, and good functional 
results should not be expected sooner than six to 
twelve months. 


Scudder, C. L., and Miller, R. H.: Certain Facts 
Concerning the Operative Treatment of Frac- 
ture of the Patella. Boston M. & S. J., 1916, 
clxxv, 441. 


The author reports the results of operative 
treatment at the Massachusetts General Hospital 
in the treatment of fracture of the patella. 

Open operation, suture with absorbable material, 
immobilization for a few weeks, the patient walking 
with knee fixed, and early active motion and mas- 
sage were the methods used. 

He believes the non-operative methods result in 
ligamentous union because of lack of bony contact 
which is often impossible. 

Eighty-one per cent of cases have demonstrated 
bony union, and 19 per cent have failed to get bony 
union. 

Thirty-eight cases were followed: 94 per cent had 
full extension at the knee; 60.5 per cent had full 
flexion; 57 per cent had full extension and flexion; 
63 per cent could work as well as before fracture. 
Twenty-two cases were X-rayed: 81 per cent had 
bony union — 18 per cent by bridge of bone; 18 
per cent had no bony union. Good results were 
found in those having non-union. 

In the series, 39.5 per cent had limited flexion. 
The author believes that in order to improve the 
results of operative treatment of fractures of the 
patella, more accurate reduction is needed and an 
encircling suture of absorbable material, such as 
kangaroo tendon, is a most satisfactory aid. 

H. W. 
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Leriche, R.: Removal of Subperiosteal Bone Frag- 
ments in the Primary Treatment of Artillery 
Wounds (L’esquillectomie sous-périostée large 
primitive dans le traitement des fractures par pro- 
jectiles d’artilleric). Presse méd., 1916, p. 405. 

Leriche says that the rapid and large hospital 
clearances during recent months have shown the 
good effects of primary systematic surgical inter- 
vention in fractures caused by artillery projectiles. 

As a general rule the interventions made formerly 

were not sufficiently extensive and more or less 

extensive infection marked the evolution of wounds 
in spite of the application of antiseptics, etc. The 
necessity of such intervention may be gauged from 
the fact that in 14 diaphysary fractures recently 
received, radiography showed bone fragments in 
course of necrosis in 14, and in 11 of these surgical 
intervention was necessary to remove the fragments. 
While Leriche does not doubt but that in some of 
these cases suppuration would have slowly succeeded 
in expelling certain of the fragments and that the 
fractures would have ultimately consolidated with- 
out re-operation, yet he is quite sure that the 
resulting callus would have been osteitic, large or 
painful. He believes that the ideal which should be 
sought in war surgery is not merely consolidation, 
but aseptic consolidation, and that a pathologic 
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callus is in general bad and should not be allowed 
to form. 

Leriche thinks that in artillery fractures early 
intervention should be by rigorous and complete 
esquillectomy. By this term is meant the complete 
removal of all fragments of bone, etc., in the 
fractured area. The complete procedure recom- 
mended by Ollier which involves the total perios- 
teum and not the fibrous periosteum alone should be 
followed. After such wide intervention and with- 
out any antiseptic the wound is generally observed 
to evolve aseptically, particularly when the clear- 
ance is made immediately after injury or very soon 
after the first ephemeral suppuration. In such case 
if suppuration still persists it shows that there is 
something yet to be eliminated and further radio- 
graphic research is called for. Moreover, with such 
a procedure the callus formation is quite normal 
and aseptically built up of healthy osteogenetic 
elements unaffected by any process of infection. 
Necessary surgical esquillectomy is therefore also 
physiologically permissible. When such is done 
widely and fully in the subperiosteal manner pre- 
scribed by Ollier, the healthy periosteum rapidly 
effects the reparations called for. 

Leriche therefore concludes that wide esquillec- 
tomy should be done in all fractures due to artillery 
projectiles in order to constantly assure an imme- 
diately aseptic evolution of the injured region; that 
is, by an aseptic reparation of the solution of con- 
tinuity which is the primordial interest of the 
wounded man. Besides it removes the unjustifiable 
fear of pseudo-arthrosis, and subacute and chronic 
osteites, which give a gloomy prognosis in cases of 
insufficiently operated fractures. W. A. BRENNAN. 


Schmieden, V.: 
Wounds (Dic 
Wunde). 


The author discusses injured and infected joints 
and injured and infected bones of the lower extrem- 
ity which on account of the infection have large 
granulating areas and in which union of the bony 
parts cannot take place. Rather than wait for 
the part to heal completely, until all sinuses have 
healed and a pseudarthrosis has developed where 
weight-bearing is necessary, a procedure which 
with the ordinary method of treatment with casts, 
splints, scraping of sinuses, etc., will take many 
months, the author advises that bone suture in 
granulating wounds be done as soon as the patient 
is free from fever and the wound is clean. Irrespec- 
tive of the amount of secretion the wound is laid 
open under lumbar anasthesia, the bone ends are 
freed of the soft parts without much damage to 
them, and the granulating ends of the bone are cut 
away clean with a saw so that two fresh surfaces 
of healthy bone are approximated. The ends of the 
bone are then perforated through the granulations 
and stout bronze wire is used to bring the bony 
surfaces together. The limb is encased in a fenes- 


Bone Suture in Granulating 
Knochennaht granulicrender 
Zentralbl. f. Chir., 1916, No. 39, 779. 


trated cast and the wound treated open or with a 
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few loosely applied pieces of gauze to insure removal 
of secretion. In six to eight weeks the bony union 
usually is so firm that a second or the last cast 
can be applied. The wires are removed through 
the window of the cast about the fifth or sixth week. 

The operation produces excellent results even if 
a few sequestra have to be removed at the time of 
the operation, or sinuses have to be drained by 
counterincisions. These do not hinder the bony 
union and the entire time of healing is shortened by 
many months and especially the long waiting for 
all sinuses to heal and before an aseptic bone suture 
can be undertaken. 

The advantages of the method lie undoubtedly 
in the rapidity with which healing occurs, in the 
certainty of ultimate cure as against a disadvantage 
of a slight shortening which can be corrected with a 
high-sole apparatus. L. A. JUHNKE. 


Broca, A.: Some Principles in the Prosthetics of 
the Lower Limb (Quelques principes pour la 
prothése du membre inferieur). Presse méd., 1916, 
p- 389. 

In the manufacture of artificial legs the author 
thinks that the American method of fitting the 
stump in a hollowed cone of wood is very much 
superigr to the older methods of leather cone with 
metallic armatures. Contrary to the opinion of 
American orthopedists, however, he does not think 
that the tangential contact of the cutaneous surface 
with the hollow cone gives a support of any great 
value. It does not give support to the weight of the 
body at the points of application where such support 
is necessary. In the case of a thigh amputation the 
ischium is the point where support of the body 
weight is needed, and in a leg amputation the 
support is needed at the tibial plateau. 

A further point referred to by Broca is that 
American manufacturers have been unanimous in 
declaring with Depage of Brussels that a leg ampu- 
tation is superior from the prosthetic and function- 
ing point of view to any kind of a partial foot ampu- 
tation. Such stumps never give satisfaction and 
the patients do not walk so well as if the limbs 
had been amputated 4 or 5 cm. above the tibiotarsal 
articulation. Broca is of the opinion that certain 
partial amputations of the foot are compatible with 
excellent prosthesis. Such procedures have only 
one drawback, which perhaps explains the manu- 
facturers’ position, that apparatus of this class are 
difficult to make. 

Chopart’s amputation has one grave defect, the 
anterior muscles have not sufficient leverage so that 
the patient walks not upon the lower face of the 
calcaneum and on the plantar surface, but on the 
head of the astragalus and the calcaneum. How- 
ever, if precautions are taken, this inconvenience 
may be obviated and it is an exaggeration to say 
that Chopart’s amputation never gives any but 
poor results. Some of the results obtained by the 
author and other surgeons with Chopart’s amputa- 
tions have been very good. W. A. BRENNAN. 
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Gerster, J.C. A.: Nail Extension in Fractures of the 
Lower Extremity. J. Am. M. Ass., 1916, Ixvii, 
1142. 


In fractures of the lower extremity where immo- 
bilization by plaster cast, or continuous traction 
by Buck’s extension is impractical, Gerster advises 
nail extension, a method in which continuous trac- 
tion is applied to the ends of a steel nail trans- 
fixing the femur or tibia in the lower fragment, or 
the os calcis. This nail was allowed to remain as a 
rule from twenty-eight to thirty-five days. Nail 
extension is indicated in the following conditions: 
recent simple fractures with extensive abrasion, 
recent compound fractures with much destruction 
of soft parts, multiple injuries to the same limb, 
fractures of several weeks’ standing with much 
shortening, and old malunion with long-standing 
contraction of the soft parts. 

The objections of pain and infection have been 
brought against the method. Pain is eliminated if 
the skin of the leg or thigh is pulled upward, while 
the nail is inserted. Infection will be absent if 
strict asepsis is observed, and if care is taken to 
keep the site of insertion away from the fracture 
hematoma, marrow cavity, joint cavity, or epiphy- 
seal line. R. G. PACKARD. 


Bosquette, J.: Early Treatment of Knee Injuries 
Excepting Those with Osseous Destruction 
(Traitement précose des plaies du genou, a l’excep- 
tion des éclatements osseux). Lyon chir., 1916, 
xiii, 633. 

In knee-joint war traumatisms Bosquette treats 
injuries of the cul-de-sac by simple arthrotomy 
alone. Where there is penetration of the joint, 
fragments must be extracted and the articulatory 
zone drained. In such cases wide resections are 
necessitated. 

Bosquette thinks that in injuries of the knee- 
joint without osseous destruction or without 
extensive fissures of the epiphyses an early inter- 
vention almost certainly prevents the development of 
purulent arthritis as well as mutilating operations, 
which sometimes result in poor function later on. 

Injuries of the subtricipital cul-de-sac generally 
yield to arthrotomy of the cul-de-sac. Marginal 
cul-de-sac injuries with or without osseous lesions 
call for simple mesh drainage of the articulation 
breech with a secondary arthrotomy only in case of 
necessity. W. A. BRENNAN. 


Sencert, L.: The Treatment of Knee Injuries at the 
Front (Le traitement des _— du genou a l’avant). 
Bull. et mém. Soc. de chir. de Par., 1916, xlii, 1964. 


In the early part of the war the treatment of 
knee-joint injuries gave the most unsatisfactory 
results and caused much doubt as to the efficacy of 
the modes of treatment then practiced. During 
the first year such injuries were being frequently 
followed by suppuration, amputation, and death; 
but during the past year these results are no longer 
observed. ‘The radical change is due to the better 
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knowledge now extant of the anatomy and patho- 
logic physiology of war injuries of the knee; and also 
to a better appreciation of the indications and mode 
of treatment. 

The results of experience in this class of injuries 
is summed up by Sencert as follows: 

1. Punctiform wounds by bullets or small pieces 
of shell should be treated by operative abstention, 
by asepsis of the orifice, and by immobilization of 
the knee in a plastic apparatus. 

2. Medium grade or extensive injuries by shells, 
grenades, etc., should be operated upon immediately 
by a skillful surgeon after radiography of every case. 

3. If foreign bodies are radiographically revealed 
in the neighborhood of the wound, they should be 
removed by lateral arthrotomy, followed or not by 
synovial suture. When the projectile or other for- 
eign body is at a distance from the entry orifice and 
embedded in some part of the joint an exploratory 
arthrotomy should be done, but care should be 
taken not to allow drainage into the knee. 

4. If bony intra-articular lesions are revealed, 
either clinically or radiographically, primary typical 
femorotibial resection is indicated. 

Sencert and his colleagues have performed 10 
lateral arthrotomies for penetrating knee injuries 
with intra-articular projectiles. There were 9 per- 
fect recoveries; one was unsuccessful. 

Of 22 wide exploratory arthrotomies which were 
performed, success was obtained in all, union being 
by first intention. 

In 16 primary resections of the knee performed by 
Sencert during 1915-1916, 14 cases were successful; 
one amputation of the thigh was necessary and one 
patient died. W. A. BRENNAN. 


Durante, F.: Orthomorphic Resection of the Knee 
’ Articulation (Resezione ortomorficoe dell’artico- 
lazione del genocchio). Clin. chir., 1916, xxiv, 811. 


Durante’s method of resection of the elbow by the 
interposition of a pedunculated fascial flap is well 
known. With this method a very satisfactory 
function is obtained. Durante has attempted to 
obtain the same results from the same principle 
applied to knee resections. ‘The procedure is as 
follows: 

1. Formation of a semioval flap of the Mackenzie 
type by an incision which descends from the middle 
of the free edges of the external femoral condyle 
and thence passes for about 1 cm. under the tibial 
tuberosity and finishes at the middle of the free 
surface of the internal femoral condyle. 

2. Mobilization of the tibial tuberosity and 
formation of a flap similar to the cutaneous, from 
the aponeurosis with parts of the muscular attach- 
ments, from the patellar ligament with its osseous 
insertion, and from the patella itself. The lifting 
of this flap bares the knee articulations. This is 
mobilized by section of the other ligaments. 

3. Osseous resection according to Durante’s own 
method, viz., by forming two wedges, one hollow 
and the other full, both corresponding; the first 
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wedge inserted into the inferior femoral epiphysis 
by means of two oblique cuts which run almost 
parallel with the inclination of the inner edges of 
the two femoral condyles, the second wedge being 
made at the expense of the superior tibial epiphysis. 

4. Liberation by two longitudinal scissor cuts 
of the inferior semicircumference of the patella, 
freeing the head of the patellar ligament and the two 
margins and suture of the patellar ligament by its 
osseous insertion with the aponeurosis and bending 
back the two aponeurotic flaps united by their 
margins upon the bleeding surfaces of the femoral 
condyles, maintaining them in position by sutures 
= fix their extremities to the retrocondyloidean 

bers. 

5. Coaptation of the bone-wedges and fixation 
of the patellar ligament. 

6. Suture of the skin; immobilization for ro to 15 
days, then passive and active movements in order to 
favor the formation of a neo-arthrosis which will 
meet in the wedges an impediment to abnormal 
lateral movements; and in the presence of the patella 
and patellar ligament in front and the muscular 
attachments behind, obstacles to the formation of 
genu antecurvatum and genu retrocurvatum. 

W. A. BRENNAN. 


Mann, A. T.: Nails and Screws Through Joint Sur- 
faces, in Autografts and in Fractures into 
Joints. J. Am. M. Ass., 1916, Ixvii, 1148. 


Mann has here proved that the knee-joint can 
stand much more traumatism and foreign body 
irritation than is generally conceded. He cites 
twelve animal experiments in which he opened the 
knee-joint in dogs, fractured the lower end of the 
femur at or near the epiphyseal line, with partial 
or complete separation of the fragment, and then 
repaired the fracture with or without accurate 
apposition, with nails or screws, and closed the 
joint. He left the heads of the nails or screws 
exposed within the joint. The cases all showed 
successful results with free, smooth motion of the 
knees. 

He found that the autografts united like simple 
fractures, and seemed to live; the bone trabecule, 
however, being gradually replaced by new bone 
without the preliminary formation of cartilage. 
The nails and screws remained firmly embedded, 
and were usually covered with new connective 
tissue. The line of fracture in the cartilage tended 
to cover over with fibrocartilage if narrow, and 
with connective tissue if wide. R. G. Packarp. 


McWilliams, C. A.: General Principles to be Ob- 
served in Bone-Transplantations. Med. Rec., 
1916, xc, 498. 


McWilliams gives twenty principles to be ob- 
served in bone-transplantation. Most of the 
deductions are well known and appreciated by 
those familiar with the work and need not be 
repeated in this article. Some of the recommenda- 
tions deserving of emphasis are: 
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1. Scrupulous care is necessary in securing the 
strictest possible asepsis. 

2. In general all sinuseg should be healed from 
two to three weeks before making an implantation. 

3. A living graft should be transplanted with as 
much periosteum as possible. 

4. As complete hemostasis as possible should 
be secured, hence a tourniquet should not be used. 

5. After transplantation absolute immobiliza- 
tion should be maintained for from three to four 
months. 

6. The inlay graft is preferable to an intra- 
medullary one because in the former, endosteum 
comes in contact with endosteum and periosteum 
with periosteum. 

7. When operating on comminuted fractures the 
fragments should be retained and placed as nearly 
as possible in their original position, whether the 
fracture be simple or compound. 

8. A graft should not be transplanted into the 
midst of dense connective tissue as its nourishment 
will suffer. F. D. Dickson. 


Pringle, J. H.: The Interpelvi-abdominal Ampu- 
tation. Brit. J. Surg., 1916, iv, 283. 


The author has now performed this operation 
five times with three recoveries. A review of the 
literature shows that the mortality has been con- 
siderably lower in recent years. Of 24 cases reported 
up to 1909 there was a total mortality of 75 per cent. 
The mortality of all the cases reported up to the 
present time, 43 in number, is 58.1 per cent. While 
one of the severest operations in surgery, the author 
is hopeful that with further improvements in the 
technique results may be still better. 

The indications are: (1) neoplasms arising from 
(a) the hip bone, (6) a femur too high for removal 
by exarticulation at the hip-joint, (c) muscles and 
fasciz in the region of the hip; (2) infective processes 
involving the hip-bone, (a) tuberculosis, (b) acute 
osteomyelitis, (c) actinomycosis, possibly in rare 


instances. 


The author discusses the advisability of its per- 
formance in one or two stages, the possibility of 
modifications in the way of incomplete removal of 
the pelvic segment according to the nature and 
extent of the disease, paying special attention to 
(1) prevention of shock, (2) outlining the flaps, (3) 
amount of bone to be removed, (4) control of 
hemorrhage. 

The technique favored by the author is minutely 
described and he reports in full his last two cases, 
both of which recovered. Horace BInney. 


ORTHOPEDICS IN GENERAL 


Chatterton, C. C.: Mechanical and Surgical Treat- 
ment of Talipes Due to Anterior Poliomyelitis. 
St. Paul M. J. 1916, xviii, 304. 


The author describes invasion, early mechanical 
and surgical treatment of deformities of the foot 
due to anterior poliomyelitis. 
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In the acute stage the usual measures of rest, 
catharsis, light feeding, and warm clothing with 
proper mechanical appagatus to prevent deformity 
are outlined as the best methods of treatment. 

In the convalescent stage the measures employed 
for treatment are: 

1. Electricity, which, in the author’s opinion, is 
least beneficial. 

2. Massage, which undoubtedly increases blood 
and lymph supply and helps keep up muscle-tone 
and may also aid in the prevention of deformity. 

3. Muscle-training, the author believes, to be 
more valuable than either massage or electricity. 

4. Mechanical apparatus which meets best of all 
the therapeutic indications because through ap- 
paratus the child obtains muscle-training, massage, 
thus preventing muscle strain and deformity and at 
the same time approaching the normal use and 
function of the affected limb or part. The appara- 
tus, however, should be simple and easy of applica- 
tion to accomplish the result required. It should 
also be comfortable, light of weight, and pleasing 
in appearance. 

No surgical operation except the correction of 
slight deformities should be performed in the first 
two years. The operations described for the cor- 
rection of foot deformities are: 

1. Bony operations: 

(a) Arthrodesis 

(b) Astragalectomy 

(c) Articular transposition 

2. Tendon operations: 

(a) Tenotomy 

(b) Transference of tendons. 

The author has found the following tendon trans- 
ference operations successful: (1) transference of 
extensor proprius hallucis to the head of the first 
metatarsal bone; (2) transference of the tibialus 
anticus to the outside of the foot; (3) transference 
of the peroneus longus to the opposite side of the 
foot or into the tibialus anticus; (4) transference 
of the peroneal group into the tendo achillis; (5) 
tendon fixation operations. 

3. Insertion of foreign material: 

(a) Silk ligaments often give satisfactory results, 
even though the silk comes out of the tissue after 
remaining there months, because it produces a false 
ligament. 

(b) The reinforcing of flail-joints with silk liga- 
ments. 

4. The implantation of nerves into paralyzed 
muscles has been tried experimentally but its 
results are still unknown. 

5. Nerve anastomosis has failed to meet expecta- 
tions in anterior poliomyelitis. 

The conclusions are as follows: 

1. In the acute stage rest, warmth, and preven- 
tion of deformity are still the vital treatments, great 
care being used to prevent the spread of disease. 

2. Manipulation, muscle training, massage, and 
motion is begun only after all neuritis has disap- 
peared. 
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3. Only slight operations, tenotomies when 
stretching of muscles will not correct deformities, 
should be used in early stages. 

4. Operations for permanent relief should be 
employed not earlier than two years after an acute 
attack. 

5. Mechanical treatment long after surgical pro- 
cedures is all important. 

6. Mutilating bony operations should be avoided 
as far as possible in children. 


Cohn, A.: Prevention and Limitation of Deformity 
in Infantile Paralysis. Therap. Gaz., 1916, xl, 
687. 

Cohn believes that in the past there have been 
many cases of infantile paralysis not diagnosed, 
especially in sporadic instances. Any case of a 
young child with fever and pain in the back or 
extremities should be watched for any paralytic 
development, for the severity of any such resulting 
deformity can be greatly lessened by proper treat- 
ment. 

Under treatment, absolute rest is all important, 
for early sitting or standing through unequal pull 
of the trunk muscles and asymetric methods of 
walking and standing or one-sided use of affected 
arms tends to exaggerate the deformity. Lumbar 
puncture by reducing the fluid pressure is beneficial. 
Electricity is probably worthless. Splints to pre- 
serve normal positions are very necessary. 

To regain nerve and muscle power; muscle train- 
ing is most valuable, a scheme by which the affected 
part is put through a desired motion by voluntary 
movement aided by the operator’s passive assist- 
ance. ‘This is best done before a mirror, but the 


-muscles must not be overworked. Hydrotherapy, 


massage, and baking are very useful, but electricity 
is questionable, certainly not advisable in the acute 
stage. Braces must be intelligently used, and should 
correct deformity, prevent further deformity, and 
assist in locomotion and support. Operative 
treatment, which should never be done until after 
a period of two years, includes various tenotomies, 
muscle and _ tendon-transplantation, arthrodesis 
and joint resection, insertion of silk ligaments, 
and nerve-transplantation. R. G. Packarp. 


Gaenslen, F. J.: Infantile Paralysis — Its Manage- 
ment from the Standpoint of the Orthopedist. 
Wis. M.J., 1916, xv, 148. 

Infantile paralysis is an infectious, communicable 
disease caused by invasion of the brain and cord 
by a specific micro-organism. The greatest danger 
of communication is during the early stages. The 
incubation period is six to eight days, but the 
virus may remain on mucous membranes for five 
months. Hexamethylenamine is the only drug 
which seems to be of value, and should be given in 
large quantities to exposed children. Serum 
therapy is probably valuable; 5 to 20 ccm. of serum 
from cases long since recovered is injected by lumbar 


puncture, and the dose repeated several times at 
intervals of twenty-four hours. Since the diagnosis 
cannot be made previous to paralysis, any exposed 
child complaining of indisposition, muscle tender- 
ness, girdle pains, or restriction of neck motion, 
should be isolated. 

The treatment includes catharsis, absolute rest 
(which Lange enforces by immobilization of the 
spine in a plaster shell), prevention of contracture 
by suitable splints, and in the convalescent stage, 
massage, muscle training, and possibly electricity. 
Surgical procedures later in the course include 
tendon-transplantation or silk ligaments in partial 
paralysis, astragalectomy in dangle-foot, or arthrode- 
sis when a stiff joint is desirable. R. G. Packarp. 


Young, J. K.: Roentgen Diagnosis of the Lumbo- 
sacral Region. Am. J. Orth. Surg., 1916, xiv, 
653. 

The author states that the final proof or absence, 
the location and extent of the disease or injury in 
the lumbosacral region, must be determined by the 
X-ray. 

The three groups of affections in question are 
congenital anomalies, injuries, and diseases. Con- 
genital anomalies consist of irregular formation 
of one or both transverse processes of the fifth 
lumbar vertebra and anomalies of the body and 
transverse processes of the first sacral segment. 
Injuries include crushing of the bodies of the 
vertebra, with and without fracture and displace- 
ment of the bodies of the vertebra. Compression 
of the fifth lumbar vertebra usually results from a 
fall, the patient landing upon or crushed down by a 
weight from above. 

The symptoms of compression fracture are: local 
pain, pain on rising or sitting down, local tenderness, 
limitation of motion, muscular rigidity, scoliosis, 
and pressure pains. The X-ray shows compression 
of the fifth lumbar vertebra on one side with or with- 
out fracture of the transverse process. If the pro- 
cess is fractured it will usually be observed project- 
ing upward from the fractured surface, and there 
may be callus at the seat of fracture or later hyper- 
trophic arthritis at the joint and in the lumbosacral 
articulation. The symptoms of displacement in- 
clude: spasm of the muscles, pain, scoliosis with 
reflex pains, increasing disability, or complete in- 
ability to work. The X-ray shows marked devia- 
tion of the spine with rotation of the bodies and 
compression of the intervertebral discs. Later 
hypertrophic arthritis of the lumbosacral articula- 
tion is seen. Ankylosis of the fourth and fifth lum- 
bar vertebrz is common. 

The traumatic form of arthritis deformans is the 
most common and is easily recognized. ‘The X-ray 
shows hypertrophic masses, round and smooth, 
bulging from the bodies of the vertebra, or sharp 
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Osgood, R. B.: Orthopedic Surgery in War Times. 
J. Am. M. Ass., 1916, Ixvii, 418. 

Osgood discusses the part orthopedic surgery has 
in the assuring of physical efficiency in the ranks by 
means of attention to posture, feet, and shoeing. 

In regard to septic wounds and joints, the ortho- 
pedist conserves function in damaged joints and 
where ankylosis is inevitable places the fixed joint 
in a position which assures the greatest use. 

Osgood found plaster-of-Paris dressings best, 
using plaster bridges to span the open wound. 

He urges conservatism in excision of joints. 
Proper apparatus and occupational training for the 
cripples are very important features of the work. 
Custis Lee Hatt. 


irregular exudates upon the bodies or articular 
processes. 

Tuberculosis is common, especially in the fifth 
lumbar vertebra. The X-ray shows rarefaction and 
later an area of bone destruction and absorption 
with necrotic islands, with or without sinus for- 
mation. 

Osteomyelitis gives a characteristic X-ray picture 
of rarefaction and destruction of cancellous tissue, 
the disease being at the time sharply limited by 
the articular surfaces of the individual bone, as the 
ilium or sacrum. Specific osteomyelitis shows more 
sclerosis and less infiltrating destruction of the bone 
than occurs in acute pyogenic infection. 

Malignant disease is very rare in this region. The 
X-ray reveals an irregular mottled rarefaction with- 
out new bone growth, the rarefaction becoming 
more and more marked as the disease progresses. 
In sarcoma the ossification progresses in an irregular 
and ragged way. The exudate presents a smoky 
appearance. Lewin. 


Guillot, M., and Dehelly, G.: The Treatment of 
Pott’s Disease by Hibbs’ Method (Le traitement 
du mal de Pott par la méthode de Hibbs). J. de 
chir., 1915, Xiii, 441. 

The authors have carried out Hibb’s operation 
in three cases, the patients being 5, 15, and 4 years 
old respectively. The results obtained in these 
cases are summed up as follows: 

1. In three months there resulted a solid fixation 
of the vertebral column. 

2. The three patients appear to be in good con- 
dition, but it is still impossible for the authors to 
conclude whether or not there is any curtailment 
in the evolution of the disease. 

3.. The operation fixes the column but does not 
straighten it. In certain cases the most that can 
be hoped for is a slight attenuation of the kyphos 
by a mechanism which has nothing to do with 
straightening the column. 

The authors are of the opinion that every begin- 
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ning case of Pott’s disease will respond to Hibb’s 
method, with the exception of posterior tuberculo- 
sis, in which case a focus would be opened which 
should at any cost be kept closed. A patient with 
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Craig, C. B.: Injuries to the Peripheral Nerves 
Produced by Modern Warfare. Am. J. M. Sc., 
1916, clii, 368. 

The injuries of nerves described in this article 
are such as are based upon ten months’ observation 
in the American Ambulance Hospital at Neuilly-sur- 
Seine, and upon impressions gained by occasional 
visits to the Paris hospitals, as well as the hospitals 
near the front, and certain London hospitals. 

In this article, in speaking of the injuries to the 
peripheral nerves, the author means only those in 
which the wounds produce some marked paralytic 
effect, distal to itself. 

The suspension of functions may be due either 
to direct violence of the missile, flying fragments of 
bone, or to the resultant hemorrhage and cedema 
of the part or to cicatricial pressure during healing. 
The subsequent disability may be motor, sensory, 
or both. Mild cases of loss of function in the hand 
or foot, from wounds with hemorrhage or oedema 
in the extremities above mentioned, clear up rapidly, 
providing the part is not immobilized. 

Craig believes that the greatest lesson learned in 
the war, in taking care of wounded on a large scale, 
is to avoid immobility of the wounded extremities. 
Such mobilization produces what S. Weir Mitchell 
described as “‘causalgia.”” This has been avoided 
and amply demonstrated in the American Am- 
bulance Hospital. An overhead suspension device 
was used extensively, with very good results. 

Considering the enormous number of wounds of 
the extremities, the infrequency of completely 
severed nerves is quite remarkable, composing less 
than ten per cent of the cases of peripheral nerve 
injury. Completely severed nerve-trunks are com- 
paratively rare; however, all the symptoms of 
completely cut nerves may be present from con- 
tusion or compression of the nerve. The propor- 
tion of peripheral nerve injuries to the total number 
of wounded runs approximately as follows: 


Musculospiral................ I2 per cent. 
5 per cent. 
Internal cutaneous............ 4 per cent. 
Long saphenous.............. ©.3 per cent. 


From injuries to the peripheral nerve, produced 
by shot and shell, Craig draws the following con- 
clusions: 
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pulmonary lesion or one with foci of surgical tuber- 
culosis or with a fistulized abscess should not be 
exposed to the double shock of operation and 
anesthesia. W. A. BRENNAN. 


NERVOUS SYSTEM 


1. Lacerations and contusions may be differ- 
entiated, usually by careful neurologic examination. 
In some cases, exposure of the nerve at the site of 
the injury is the only means by which the exact 
knowledge of the nature of the injury to the nerve 
is obtained. Neither test of function nor electrical 
reaction will differentiate contusion from laceration. 

2. Cases of simple contusion recover slowly, and 
as a rule, completely. 

3. Gunshot or shell wounds, causing lacerations 
of the nerves do not lend themselves readily to 
plastic operations. Because of the infection, weeks 
and months must elapse before plastic work can 
be undertaken. During the ten months, no recov- 
ery in such cases was observed. 

Emit C. RopitsHeK. 


Basset, A.: Wounds of the Limb Nerves by War 
Projectiles Based on Fourteen Operated Cases 
with End-Results (Plaies des nerfs des membres 
par projectiles de guerre d’aprés 14 cas opérés avec 
ondbaia éloignés). Rev. de chir., 1916, 1, 754. 


The study of 14 cases of injuries to the nerves 
of the limbs leads Basset to the following conclu- 
sions: 

1. Lesions of the peripheral nerves by projectiles 
are more general in the upper than in the lower 
limbs. 

2. Primary injuries (even in the case of bullet 
wounds) are very often infected. This infection is 
important from the viewpoint of extension, and 
on account of the abundance of cicatrized fibrous 
tissue which compresses the nerve. Section of the 
nerve owing to such compression is rare, but such 
compression effects irregularities, nodosities, and 
sometimes more or less strangulation of the nerve. 

3. Operation consists in extirpating the fibrous 
tissue as completely as possible, a careful smoothing 
of the neighboring osseous surfaces, freeing the 
nerve, and abrading nodosities or other irregulari- 
ties. 

4. Resection is indicated only when electric 
reaction shows a complete interruption, or if the 
lesion of the nerve-trunk is very grave. It is 
necessary to project the nerve against reiteration 
of compression by some means and the author 
recommends a thin caoutchouc strip placed about it. 

The author reports upon 14 cases which he operat- 
ed upon, nine to thirteen months previous. One 
has been lost to view, and 2 show no amelioration 
after suture of the nerve. Of the remaining 11, 
lesions of the nerves of the upper limbs were dis- 
tinctly more favorably affected by liberation than 
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those in the lower limbs. Of 7 interventions on 
the upper limb 2 have given excellent results; 
2 good; 1 fairly good; and 2 moderate results. 
In the lower limb 4 interventions have given 1 good 
result, 1 fairly good, 1 moderate, and 1 bad result. 

Osseous, vascular. or musculotendinous lesions 
sometimes are associated with the nerve-lesions. 
On account of this the infection of the traumatized 
area is most persistent, the cicatricial tissue more 
abundant, and the nerve may be even directly 
injured by bone fragments, resulting in functional 
disability. Hypzsthesia is more frequent than 
anesthesia, and more or less extensive paralysis 
may be observed even when the electrical reactions 
are normal. 

Operation should not be attempted until the 
wound has completely cicatrized. If there has 
been a fracture it is not only necessary to await its 
consolidation but even to delay some weeks, other- 
wise there is risk of reawakening a latent infection. 
Operation may be undertaken at the end of about 
three months if physical methods have not led to 
amelioration. W. A. BRENNAN. 


Ingebrigtsen, .: Transplantation of Nerves 
(Transplantation des nerfs). Lyon chir., 1916, xiii, 
828. 


Ingebrigtsen reports the results of his investiga- 
tions made in the Pathological Institute of the 
University of Christiania Clinic. 

He defines transplantation as the complete libera- 
tion of all connections of a segment of nerve and its 
implantation in a living organism. This procedure 
may be autoplastic, homoplastic, or heteroplastic. 
The questions that arise are: 

1. Can a nerve segment survive after trans- 
plantation? 

2. If transplanted on a sectioned nerve, can the 
segment contribute to the regeneration of the nerve? 

3. How can this regeneration be effected? 

The question of the survival or death of a nerve 
segment can be judged by examining the Schwann 
cells of the segment. If they are multiplied the 
fact of survival can be affirmed. 

The author has made three series of experiments 
on rabbits by removing small pieces of the sciatic 
nerves and implanting them in muscular tissue (1) 
in the rabbits from which the sections were taken; 
(2) in other rabbits; (3) in guinea pigs. The sections 
were removed later at intervals varying from 
four to twenty-four days. The results obtained 
in regard to the autoplastic and homoplastic im- 
plantations were that there was a Wallerian degen- 
eracy evolving in the same way, but a little slower 
than in the peripheric portion of a sectioned nerve, 
there was a multiplication of Schwann foci and an 
immigration of phagocytary granulous bodies. 
On the contrary in heteroplastic segments no Waller- 
ian degeneracy nor multiplication of the Schwann 
foci was found. Twelve to fourteen days after 
transplantation the segments were quite necrosed. 

These results are quite in accord with those of 
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Ranvier and Merzbacher, while they differ from 
those obtained by Huber, Ballance and Stewart, 
Berga and Maccabruni. The conclusions to be 
drawn from them are: (1) Since heteroplastic seg- 
ments undergo necrosis it is useless to try a trans- 
plantation with them in losses of nerve substance. 
(2) Repair of loss of nerve substance must be 
effected either homoplastically or autoplastically. 

The author has gathered from the literature 
reports of 32 cases of nerve-transplantation in man, 
the first by Albert in 1878 and the last by Jaboulay 
in 1911. Of these cases two are autoplasties, 6 are 
homoplasties, and 24 are heteroplasties. The 
author rejects most of these reports for want of 
sufficient data and reduces the total number to 14— 
1 autoplasty, 3 homoplasties, 10 heteroplasties. 
The heteroplasties showed only ro per cent successes, 

The author has made three series of experiments 
on rabbits to test the value of nerve-grafting, by 
resecting about 3 cm. of the sciatic nerve and joining 
the graft to the two ends by vaselined silk sutures. 
No attempt was made to prevent the formation of 
adherences, etc., as the author believes such to 
be injurious to the transplant. The experiments 
made consisted of 15 autoplasties, 29 homoplasties, 
8 heteroplasties. 

The results obtained by the author were: The 
autoplastic segments were removed and submitted 
to histologic examination from 20 to 163 days 
after transplantation. In all the transplanted 
segments he found numerous neurofibrilla which 
had penetrated in the segment of the central end. 
Twenty-one days after transplantation they had 
penetrated 12 mm. in the transplanted segment. 
From the 136th to the 163rd day the rabbits had 
regained normal motility in the limb and walked 
like healthy rabbits. 

The homoplastic segments were removed from 
30 to 63 days after transplantation. In all segments 
examined the author found neurofibrilla which had 
penetrated the transplanted segment. There was no 
appreciable difference in the regeneration of auto- 
plastic and homoplastic grafts. Electric stimula- 
tion showed complete motility of the limb in 
all rabbits with homoplastic grafts examined. 

The heterogenous grafts were removed from 12 to 
63 days after implantation. They were yellow, 
necrotic, and had lost the consistency of living 
tissue. There were no neurofibrille of neoforma- 
tion, but in all cases there was a diffuse and con- 
siderable mononuclear infiltration. 

The author has satisfied himself from experi- 
mental research that better results are obtained 
by transplantation of nerves than by suture; and 
he thinks that the latter method should be replaced 
by transplantation, which is certainly superior. 

W. A. BRENNAN. 


Law, A. A.: Brachial Plexus Surgery. J. Am. M. 
Ass., 1916, lxvii, 865. 


Direct trauma was formerly considered the most 
frequent cause of injury to the brachial plexus 
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nerves until experimentation by Horsley and 
Taylor and a closer study of etiologic mechanics 
convinced observers that injury of the plexus did 
not frequently result from pinching them between 
the first rib, but rather from their forcible avulsion, 
which tore the cords out by the roots, in the inter- 
vertebral and intravertebral cases, and ruptured 
them anywhere between the spine and the axilla 
in the supraclavicular or infraclavicular types. 

The relatively large number of so-called cases of 
“birth palsies” in infants, which at present are 
being reported, lend confirmatory evidence that 
avulsion of the brachial plexus trunks comes from 
indirect violence, for here the upper cords of the 
plexus are torn asunder or out of the foramina them- 
selves, by extreme traction of the shoulder away 
from the head in the birth of the child. 

Nerves which are forcibly avulsed are injured in 
a vastly different way than those which are deliber- 
ately or accidently cut cleanly across by a sharp 
instrument. 

In the avulsed trunks the bundles of neuraxons 
are torn at different levels and are frayed and pulled 
apart and severely traumatized, the endoneural 
blood-vessels are torn, haemorrhage occurs in the 
sheath, and this with the trauma of the, accident 
and the hemorrhage about the nerves results in the 
secondary formation of scar tissue, either in the 
nerve-sheaths themselves or about them. 

Later, scar contraction results in multiple neuro- 
matous nodules on the trunks, which prevents the 
projection of the proximal axones into the distal seg- 
ments, or the contraction of the perineural connective 
tissue strangulates the fibers to the extent of parti- 
ally or wholly interfering with conduction, which 
inevitably is followed by trophic changes and motor 
and sensory paralysis. 

Symptoms of brachial plexus injury or rupture 
are dependent on where the cords are injured. In 
the upper arm or ‘“Erb-Duchenne”’ type, this 
injury generally occurs to the fifth and sixth 
branches proximal to the origin of the supra- 
scapular nerves and therefore the supraspinatous 
and infraspinatous are paralyzed. The charac- 
teristic atrophy of these muscles occurs along with 
inward rotation of the shoulder and arm until the 
hand and forearm is in extreme pronation. Wing- 
ing of the scapula when the arm is held horizontal 
and pushed on is shown when the injury is high 
enough to be above the origin of the long thoracic 
nerve, and is caused by paralysis of the serratus 
magnus muscle. 

In the “‘Klumpke” or lower arm type, the eighth 
cervical and first dorsal branches are involved, and 
the symptoms are manifested in the areas supplied 
by the median ulnar, cutaneous, and lesser internal 
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cutaneous nerves, while the enervation to the upper 
arm and shoulder may be intact. 

A case is reported in which four and a half months 
after injury, operation showed neuroma of the 
musculocutaneous; this was resected until the 
normal fasciculi of both stumps were determined. 
The stumps were approximated with fine chromic 
gut sutures and the line of union was wrapped with 
a pedicled fascial flap from the stump of the pec- 
toralis major. The clubbed distal end of the 
musculospiral was resected and implanted by an 
end-to-side anastomosis into a slit of the median 
nerve anchored with chromic catgut, and the line of 
union wrapped with a pedicled flap of axillary fat. 

Thirteen months later, by re-education, the 
patient has nearly a normal return of all the func- 
tions of the deltoid, coracobrachialis, biceps, bra- 
chialis anticus, and triceps; he could extend, supin- 
ate, and pronate the forearm fairly well, flex the 
wrist and the second third and fourth fingers well, 
the index-finger slightly, and the thumb not at all. 
The extensors of the last three fingers show about 
75 per cent function. Sensation returned except 
over the radial half of the forearm and hand, or 
corresponding to the distribution of the musculo- 
spiral, musculocutaneous, and radial nerves. 

In the second operation, all the cords were found 
bound down by scar tissue near the middle of the 
plexus. The first and second cords just after they 
emerged from the foramina showed definite neuro- 
matous nodular enlargements and the eighth 
cervical and first dorsal nerves were buckled on 
themselves and relaxed although they still were 
adherent by connective tissue to the foramina. 
Faradic stimulation showed no response from the 
ulnar. The ulnar nerve was sectioned high and by 
an end-to-side suture was united to a notch in 
the musculocutaneous, that being the trunk giving 
the greatest faradic response—and the line of union 
was wrapped with a free fascial flap. 

The entire brachial plexus was then covered by 
a pedicled flap of axillary fat to prevent re-formation 
of scar tissue. 

Four and a half months after operation, the 
trophic improvement in the limb was marked, 
sensation had returned in the arm and forearm 
down to within two inches of the wrist and there 
was also sensation in the thumb. 

The conclusion is that while none of the reported 
cases of avulsion in the adult in which operation 
was performed showed complete recovery, still 
enough function was regained to justify inter- 
ference. Such interference should include nerve- 
transplantation when indicated, as the clinical 
and experimental evidence has proved the efficacy 
of re-education. Lucian H. Lanpry. 
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MISCELLANEOUS 


CLINICAL ENTITIES—TUMORS, ULCERS, 
ABSCESSES, ETC. 


Olson, G. M.: The Value and the Danger of the 
Biopsy in the Diagnosis of Cancer of the Skin 
and Mucous Membrane. Urol. & Cutan. Rev., 
1g16, xx, 546. 

Olson belittles the danger of removing a small 
piece of tissue (size of a grain of wheat) or a larger 
piece removed by the cautery for diagnostic pur- 
poses. Cancers of the skin and mucous mem- 
branes bleed frequently and scabs are picked off 
by the patient causing bleeding without rapid 
metastasis. Prickle-cell epithelioma cells early 
invade the lymph-spaces and vessels thus causing 
metastasis which does not result from ulcerated 
area invasion. Thus he thinks biopsy increases the 
danger of metastasis only to a very slight degree, 
and then only in the prickle-cell variety. The 
advantages of biopsy more than offset this danger. 

His conclusions are as follows: 

1. The danger of metastasis following a biopsy 
in cancer of the skin and mucous membrane has 
been very greatly exaggerated. 

2. An early and absolutely certain diagnosis is 
so important in cases of skin and mucous membrane, 
that a biopsy should be made at once in every 
suspicious case. 

3. The biopsy is the most important single 
method in the diagnosis of cancer of the skin and 
mucous membrane. 

4. The following conditions simulate cancer of 
the skin and mucous membrane: syphilis, tuber- 
culosis of the skin and mucous membranes, certain 
mycoses of the skin, benign tumors, and precan- 
cerous lesions. An absolutely certain differential 
diagnosis can be made in each one of these con- 
ditions by the biopsy. Car R. STEINKE. 


Warner, F.: The Relation of Arteriosclerosis and 
Other Anatomical Changes of Old Age to the 
Development of Epithelial Malignancy; a 
Study of 206 Cases of Carcinoma. Surg., Gyncc. 
& Obst., 1916, xxiii, 413. 

Numerous research workers have referred to the 
frequency with which malignant growths are 
associated with obstructive endarteritis, con- 
nective tissue increase, and lymphocytic infiltra- 
tion. Some, in support of the anatomical basis of 
the cause of cancer, have gone so far as to contend 
that obstructive arteriosclerosis and connective 
tissue increase are usually present, and that they 
bear a positive causal relation to the production 
of carcinoma. 

With this thought in mind, the author undertook 
a study of 206 cases of carcinoma to ascertain how 
constant a relation these conditions bore to cancer. 
In addition to this he made a study of a considerable 
number of specimens, as a control series, of organs 


removed for various non-malignant disturbances, 
from patients of the so-called cancerous age. 

The result of his study was that of the 206 cases 
of carcinoma of all organs and regions examined, 
105 showed arterial obstructive changes. This gave 
substantially an equal division between endarteritis, 
50.96 per cent, and normal vessels. Fibrotic 
changes were present in 118 cases, 57 per cent. 
Lymphocytic infiltration was present in 85 cases, 
41 per cent. 

That endarteritis and the anatomical changes of 
old age cannot be looked upon as a constant factor in 
the production of cancer is shown by the fact that 
normal vessels were present in almost half the 
cases. The same held true in relation to connective 
tissue increase. Lymphocytic infiltration, while 
present in less than half the cases, plays a réle 
that is protective rather than etiological. The 
author found that many uteri, with normal vessels, 
showed cancer-cell infiltration and normal connec- 
tive tissue. Inasmuch as so many of the non- 
cancerous uteri showed the so-called old age con- 
ditions, one would expect to find cancer in them 
more frequently, if they are a positive factor in 
the development of cancer. Lymphocytic infiltra- 
tion, even when present, varied greatly in amount. 
This was true not alone of the cancers but also 
of the various tissues used as controls; in some 
cases being very pronounced, in others quite slight 
in amount. It was especially marked in the rapidly 
growing carcinomata. 

The author concludes with the statement that 
certain biochemical factors of a local or internal 
and general type are probably responsible for some 
cases of cancer at least. 


Barss, H. de B.: Coley’s Mixed Toxins in the Treat- 
ment of Sarcomata; Report of Four Cases 
of Osteosarcoma Treated by This Method. 
J. Mich. St. M. Soc., 1916, xv, 497. 


Detailed reports are given of four cases of sar- 
comata in which toxins were used. Three of them 
were examined microscopically and proved to be of 
a giant-cell type arising from bones. These three 
were operated upon and given the toxin as post- 
operative treatment. 

The fourth case was a huge sarcoma of the antrum 
which was inoperable. All four cases are well 
a year after, and show no evidence of metastases. 

H. G. Stoan. 


Wetherill, H. G.: Balance of Power in Infection. 
Tr. West. Surg., Ass., St. Paul, 1916, Dec. 


The author points out that in certain infections 
of the more or less chronic types, tuberculosis, for 
example, warfare is often waged in many different 
fields in the body at about the same time; the battle 
may be going fairly equally, or the invaders may be 
having somewhat the better of it; under such cir- 
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cumstances, it may be possible for surgery to come 
to the aid of the defense, thus establishing what 
may be called “balance of power” for the defense as 
against the disease. 

Wetherhill’s interest in this subject lies chiefly in 
the clinical aspects as presented in a large number of 
tuberculous individuals coming to Colorado, many 
of whom present multiple foci of infection, many of 
which are amenable to surgical treatment. He 
believes that advanced tuberculosis, with multiple 
foci of the disease, rarely remains a pure tuberculous 
infection; that other organisms are engrafted upon 
and into the damaged tissues and organs, so that a 
mixed infection occurs in and about many of the 
primary tuberculous lesions. It is most often in 
such foci of mixed infection that the necessity for 
surgical interference arises, and it is in such fields 
that judicious surgery may do the most for the 
patient. He believes that unmixed foci of tuber- 
culous infection rarely require open surgical treat- 
ment; whereas, those with engrafted streptococcus, 
staphylococcus, and colon bacillus, or other mixed 
organisms implanted into them are almost invariably 
highly dangerous to the patient, and soon become 
a proper field for surgical interference if the balance 
of power is to be established for the defenders of the 
human economy. 

Many factors enter as elements of success or 
failure, so that the author believes it is not too much 
to say that the substandard risks call for a nicer and 
finer surgical judgment and skill than almost any 
other class. Every detail — the choice of the an- 
zsthetic, and of the operation, the skill of the surgeon 
and the after-care, the nursing, nutrition, and the 
ventilation of the sick room — make for success or 
failure; nothing, however, appears to be so important 
as the selection of the right time to operate. Op- 
erations during the earlier and more acute stages 
are believed by most surgeons to be very unwise. 

Many physicians and surgeons in Colorado, of 
large experience, believe that such cases of surgical 
tuberculosis do better before, during, and after 
the operation, in Colorado, than in the duller, 
damper, and lower country about. The author be- 
lieves that the many days of sunshine, the dry 
atmosphere, and the altitude are important factors 
in helping to bring about good results. 

There are many agencies at work which retard the 
growth and development of the etiologic, pathogenic, 
and saprophytic organisms which cause these con- 
ditions. The best results appear to have followed 
operations for the evacuation and obliteration of the 
cavities containing pus and pyogenic membrane, 
and the removal of an organ, the function of which 
has been greatly impaired or totally destroyed by 
multiple abcesses, as may be the case with a kid- 
ney, a testicle, or even a lung. ‘The effect of such 
operation in reducing toxemia, the elimination of 
foci from which the diffusion of disease takes place, 
is at once apparent in the marked improvement of 
the patient, if the time at which the operation is 
done is well chosen, the details of preparation, op- 
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eration, and after-care are minutely ordered to save 
time, exposure, and exhaustion for the patient, and 
he be saved from a long and badly managed an- 
zsthesia, the last being very important. 

Saprophytic organisms readily find access to the 
damaged tissues about the tuberculous foci, and, 
invading them, bring disorganization and decom- 
position which produce fever or toxemia. Re- 
moval of the devitalized, saprogenic organ turns the 
scale in the patient’s favor and his chances for re- 
covery are at once enormously improved. 

Emit C. RositsHek. 


Sherrill, J. G.: Traumatic Asphyxia. Tr. South. 
ag & Gynec. Ass., White Sulphur Springs, 1916, 
ec. 


Sherrill reports the case of a bridge-builder, aged 35 
years, who was injured by being caught and squeezed 
between the ends of the top chords of a new truss 
which was being placed in final position, doubling 
him up and bringing his head down on his knees, 
The weight of the chords was very great — it was 
estimated the end which came down upon him 
weighed at least seven tons. No accurate statement 
of the time this chord was pressing upon him could 
be obtained, but it must have been of brief duration. 
He presented marked ecchymosis and swelling over 
the head and forehead and down to the cheek bones 
on the face. This area was dark purple in color 
and clearly delineated by an abrupt margin where 
the healthy color of the skin joined the swollen dis- 
colored part. Pressure did not affect the discolora- 
tion. ‘There was present a subconjunctival hem- 
orrhage on each side which was bright red, con- 
trasting strongly with the purplish discoloration 
of the adjacent tissues —a striking appearance. 
Rupture of each ear drum with hemorrhage from 
the ear canal was noted. Bleeding also occurred 
from the nose. There were no other injuries ex- 
cept a few minor bruises and a fracture of the sev- 
enth rib on the right side. The patient was fully 
conscious and the reflexes were normal, with no 
evidence of cerebral injury. The pupils were equal 
and responsive to light and accommodation. 

The diagnosis of traumatic asphyxia was con- 
firmed by the subsequent history of the case. The 
discoloration of the skin cleared up promptly in 
about three or four days, that under the conjunc- 
tive persisting much longer. The patient re- 
covered without untoward incident. 

From the study of the literature at hand the con- 
clusion may be reached that the condition usually 
results from sudden and forcible compression of the 
chest and abdomen, while the head and perhaps the 
extremities are not compressed. In this case, how- 
ever, the neck was pushed forward firmly toward the 
chest, resulting in the constriction of the veins in 
the neck similar to that occurring from strangula- 
tion by hanging. This case seems even more 
strongly than the others reported to show that the 
discoloration is due to increased venous pressure, 
although most observers have held that this is of 
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prime importance, and acts on the superficial veins 
of the face and head because of the lack of tissue 
support and the incompetence of the valves. This 
contention is also supported by the fact that in the 
case reported by Bolt the discoloration occurred 
everywhere over the face and head except where a 
snugly fitting cap pressed upon the head. The 
same effect is shown by the pressure of the collar as 
noted in Winslow’s case. 

The pathology of these cases consists in discolora- 
tion of the skin from venous distention or hamor- 
rhage in varying degree; subconjunctival hamor- 
rhage, rupture of the ear drum with hemorrhage 
from the canal, and epistaxis, and swelling of the 
skin. The latter and the discoloration also is 
limited to places that are not subjected to supporting 
pressure and usually extends no lower than the 
clavicle, although in some rare instances there is 
some discoloration in the axilla. Discoloration in 
the soft tissues disappears very promptly in the 
course of a few days; that of the conjunctive at 
times persists for several weeks. Coincident in- 
juries, of course, make the other pathological changes 
different in each case. 

Usually there are no cerebral lesions present, 
although in some instances transient blindness has 
been noted. This absence of brain lesion has been 
attributed to the fact that the veins supplying the 
brain are supported properly by the surrounding 
tissues, which is not the case in the more super- 
ficial veins. In the latter the inadequacy of the 
valves can be proved by the fact that the injection 
of the vena cava in the dissecting room distends the 
superficial veins of the neck, while those of the arms 
are unaffected. 

The symptoms of this condition are marked dis- 
coloration in the skin of the head, face, and neck, 
extending down to the clavicle. Posteriorly there 
is in some cases marked extravasation over the 
trapezius muscles. The ears are sometimes not 
involved, neither is there discoloration nor swelling 
under a tightly fitting cap, nor where the pressure 
of a collar supports the neck. The conjunctive 
are very red and in striking contrast to the purple 
mottled appearance of the remainder of the skin. 
The lips and tongue may be somewhat swollen and 
together with the mucous membrane exhibit the 
same purplish tint as the skin, and hemorrhages 
may occur from the nose and ears. The patient 
may be momentarily unconscious, although this 
symptom is not frequently seen, and disappears 
in a short time. Of course one must not overlook 
the possibility of concomitant injuries of a serious 
nature in these cases. The discoloration usually 
disappears rather promptly, except that under the 
conjunctive, which persists for a longer time. 

The prognosis is usually favorable, recovery 
taking place in most cases quite promptly. It will 
depend, of course, to a large degree, upon the amount 
of pressure and the length of time which it is applied, 
as well as the gravity of coincident injuries. From 
the nature of the injury and its manner of occur- 


rence, surgical aid can rarely be had immediately; 
however, when possible, the immediate use of 
artificial respiration and oxygen should be em- 
ployed. Usually shock is slight, except where the 
accompanying injuries are severe. The subse- 
quent treatment should consist in combating shock 
if it is present, keeping the patient at rest, and 
meeting indications as they arise. 


DeCastro, A.: Acromegaly and Recklinghausen’s 
Disease (Acromegalie et maladie de Rechling- 
hausen). Nowv. icon. de la Salpét., 1916, xxviii, 34. 


In 1912 DeCastro published the report of a case 
observed by him in which acromegaly was clinically 
associated with Recklinghausen’s disease. Another 
case has been reported since. Recently Roubino- 
vitch and Soudiére have criticized the connection 
of these diseases, and in DeCastro’s case think that 
the proof of the involvement of the pituitary gland 
is incomplete, especially the radiographic proof. 

DeCastro has recently been able to again observe 
the patient who came to the hospital in 1914. 
Radiographs made demonstrate hypophyseal in- 
volvement. There is considerable enlargement of 
the sella turcica and separation of the anterior and 
posterior clinoid apophyses. 

The man died shortly after in the hospital and 
the autopsy report showed that the hypophysis was 
very voluminous and projected into the cranial 
cavity. Besides it had developed two lateral lobes. 
The part of the hypophysis lodged in the sella 
turcica was small and reduced to a mass without 
consistence. W. A. BRENNAN. 


BLOOD 


Heitz-Boyer: Hzematoma and Gaseous Gangrene 
(Hematome et gangrene gaseuse). Presse méd., 
1916, p. 394- 

Referring to cases recently observed by him, 
Heitz-Boyer calls attention to the relations which 
exist between certain hematomata localized in the 
limbs and the appearance in the underlying seg- 
ment of gaseous gangrene phenomena. Such 
hamatomata due to a lesion of the larger vessels of 
the limb are in the beginning of great use in arresting 
hamorrhage owing to the pressure exercised; but this 
same compression exposes the patient to a formi- 
dable complication, i.e., gangrene, which in the 
exigencies of war is almost always gaseous. 
This gangrene, which might be called secondary 
gangrene, has in the different cases observed by 
Heitz-Boyer developed in tissue dead owing to 
vascular disturbance. The development of such 
gangrene is often quite evident, as in a recent case 
of Heitz-Boyer in which an iterative secondary 
hemorrhage of the forearm-necessitated a second 
ligature and in which gangrene developed within a 
few hours. 

Heitz-Boyer thinks that when such a gangrene 
is manifest immediate amputation must be resorted 
to, the limb being now in a state more or less dead 


| 


154 


and constituting a toxic focus which no treatment 
other than removal could conquer. Preventive 
treatment consists in methodically seeking and 
opening any hematomata of the limbs consecutive 
to a lesion of the larger vessels, such being often 
marked in an insidious guise. Only in this way can 
ulterior complications, such as secondary hem- 
orrhage, false aneurisms, and more especially this 
variety of secondary gaseous gangrene be avoided. 
W. A. BRENNAN. 


Dubin, H., and Pearce, R. M.: Blood-Fat Before 
and After Splenectomy. Arch. Int. Mced., 1916, 
xviii, 426. 


The authors refer to the recent work of King 
and Effinger who found that the removal of the 
spleen resulted in an increase in the total fats and 
lipoids, an increase in cholesterin, and a decrease 
in the unsaturated fatty acids as expressed by the 
iodine number. In addition it was also found that 
in severe anemias there was a very high iodine 
number, suggesting that hemolysis in anaemia was 
in some way related to the unsaturated fatty acids. 

Dubin and Pearce, repeating some of the work, 
found that on analysis before and after splenectomy, 
of the blood of dogs there was practically no change 
in the amount of total fats and unsaturated fatty 
acids, as expressed by the iodine value. These 
results are summarized as follows: 


BLOOD FAT BEFORE AND AFTER SPLENECTOMY* 


Before Ten Days after 
Splenectomy Splenectomy 
Dog i Remarks 
Total Iodine Total Todine 
Fats, Gm. | Number | Fats, Gm. | Number 
15-55 Serum 2.6 51.6 2.82t 51.5 | |Blood drawn 
ells 2.08 43-7 2.42 52 into oxalate 
15-67 Serum 2.85t 51.6 2.83t 51.5 | |Blood drawn 
Cells 2.43 53-4 2.43 49.4 | jinto oxalate 
15-76 5.63 47.6 5.990 47 Blood drawn 
15-75 5.25 49 5.63 48.2 J jinto alcohol 
16-23 5.73 47-4 6.036 49.6 \ |Blood 
16- 4 7.6 70.1 7.9% 65 defibrinated 


*The iodine number is calculated on the basis of the total amount of 
fatty extract found in 1ooccm. of blood; the total fats are calculated per 
1,000 ccm. of 

tAs some hemolysis took place while separating the cells from the 
serum, there may be some inaccuracy in the relative values given for 


cells and serum. 
C. G. Heyp. 


Bolognesi, G.: The Coagulation of the Blood in 
Operative Intervention (La coagulazione del san- 
gue negli interventi operativi). Clin. chir., 1916, 
XXiv, 713. 

The author has already published results of lis 
researches on the morphologic, physiologic, and 
biologic modifications of the blood consecutive to 
operative interventions. The present study of 
coagulation is supplemental and reference is made 
to a further contribution to this same study made 
by several other authors. 

The results obtained show that in a fairly constant 
degree there is a postoperative augmentation of the 
coagulation of the blood, whether the intervention 
is made under ether narcosis or not. This acceleration 
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in coagulation does not increase but rather tends to 
diminish and to disappear within a few days after 
operation. 

The author does not attempt to draw any con- 
clusion, confining himself to the fact of the constancy 
of the coagulation acceleration independently of 
the narcotic. W. A. BRENNAN. 


Blechmann, G.: A New Method of Blood-Trans- 
fusion (Un procédé nouveau de transfusion du 
sang). Bull. Acad. de méd. Par., 1916, Ixxvi, 243. 


Blechmann points out that the methods of trans- 
fusion now in vogue require a delicacy of instru- 
mentation and manipulation which are not always 
obtainable under the conditions of war surgery. He 
has therefore endeavored to find a method which 
would make blood-transfusion a minor operation, 
as simple as intravenous injection. His procedure 
is based on these principles: 

1. Rapid withdrawal of the venous blood from 
the donor toward the circulation of the recipient by 
the application of the physical phemomenon of 
syphonage. 

2. Dilution of the blood in the transfusion 
apparatus by artificial serum. 

3. ‘The principal part of the apparatus to con- 
sist of a caoutchouc tube, this substance, like 
paraflin, possessing the property of retarding the 
blood coagulation. 

The details of construction and the mode of 
application of the apparatus are described. Cases 
are cited in which the apparatus was successfully 
used. W. A. BRENNAN. 


Primrose, A., and Ryerson, E.S.: The Direct Trans- 
fusion of Blood. Brit. M. J:., 1916, ii, 384. 


The authors emphasize the great value of blood- 
transfusion in all cases of hemorrhage and report 
four cases successfully treated by transfusion. 

Transfusion is the ideal therapeutic measure in all 
cases of hemorrhage. It increases the coagulability 
of the blood and improves the local resistance of the 
patient to infection. The improvement in the pa- 
tient’s general condition and in the local condition 
is seen even in cases which show little or no increase 
in the red-cell count, the introduction of a more 
concentrated blood causing an osmosis which quick- 
ly restores the former equilibrium. 

The apparatus used by the authors is very simple, 
consisting of two glass cannule with rubber tubes 
attached, and ten or more 20-ccm. glass syringes. 
This apparatus is sterilized by heat and is then 
coated with liquid paraffin by first dipping the plung- 
er of the syringe into paraffin and then drawing the 
paraffin up into the syringe through the cannula 
and tube. One cannula with its attached tube is 
connected with the vein of the donor and the other 
with the vein of the recipient. The coupling and 
uncoupling of the syringe is made at its junction 
with the rubber tube. The currents of flow in the 


cannule must be constant, normal saline being 
used whenever there is any delay in transfusing. 
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The cases treated showed marked immediate 
as well as permanent improvement and the donor 
experienced little discomfort, being able to return 
to duty after a short interval even when as much as 
1,000 ccm. of blood was taken. 

The value of transfusion in the emergencies of 
military surgery cannot be overestimated, as hemor- 
rhage is one of the chief causes of death, particularly 
in bullet wounds of the abdomen. J. W. Turner. 


BLOOD AND LYMPH VESSELS 


Haberer, H. von: The Aneurisms of War (Kriegs- 
aneurysmen). Arch. f. klin. chir., 1916, cvii, 611. 


In an extensive article von Haberer sums up the 
results of his experiences in the operative treatment 
of war aneurisms. He gives a collective report 
based on the indications and results obtained in 
his total of 72 cases treated operatively in the 
Reserve Hospital at Innsbruck. 

He divides his treatment of aneurisms into three 
periods. In the first he treated 13 aneurisms by 
ligature with generally good results. In the second 
period he treated 29 aneurisms, 16 by ligature, and 
13 by suture — 5 lateral, 8 circular. In the third 
period he treated 30 aneurisms, 6 by ligature and 24 
by suture — 7 lateral and 17 circular. 

The situation, treatment, and results in these 
72 cases are shown in the following table: 


Method of Treatment z 
Site of the Aneurism 2 
&] 8 
ON | man a 
Carotis communis!....... 5 3 2 ‘ek sis 5 
Carotis interna.......... I I I 
..... 14 3 6 5 2 12 
2 2 I 5 
8 2 I 5 8 
3 3 re 
Femoralis? an 10 8 3 
Popliteal?...... 4 2 2 4 
Tibialis antica.......... 4 mn 4 4 
Tibialis postica.......... 4 a 4 4 
Tibialis ant. and post... . 2 I I 2 
Maxillaris interna... ..... I oe I I 
Temporalis............. I I I 
Total 72 25 12 35 5 67 


1 One case ligatured later. 
2One case amputated later. 


Of the 5 cases with a fatal operative result 4 
were treated by ligature and 1 by suture. The 
results show that of 72 aneurisms operatively 
treated, 5 died and 67 recovered. Of the recovered, 
2 were subsequently amputated, the other 65 cases 
recovered without mutilation. Von MHaberer 
believes that the correct treatment of every gunshot 
aneurism must be operative; and his experiences 
lead him to the following conclusions: 

1. The ideal operation of every gunshot aneur- 
ism is vascular suture. 

2. Vascular suture may be executed much oftener 
than is generally believed. ( 


3. Vascular suture must as a general rule be 
circular rather than lateral, because lateral suture 
narrows the lumen too much, when there are large 
lateral defects; and because there is also the greater 
danger of thrombosis of the sutured region endanger- 
ing the function of the suture. 

4. Suture is not indicated in very small arteries, 
in which ligature assures a collateral circulation. 

5. There will always be cases, particularly in the 
large arteries, where ligature must be undertaken. 
Suture is excluded when there are extensive tissue 
defects, and especially in severe infection, the disap- 
pearance of which cannot be anticipated. 

6. Where ligature is necessary, the ligature must 
be made either within the sac, or close to the sac, 
taking the utmost care of the collaterals. 

7. Aneurisms should be operated upon only 
in properly equipped hospitals, and if possible 
not in the field hospital. Trained assistants 
and an experienced surgeon are necessary. It is 
obvious that when there are dangerous compli- 
cations such as hemorrhage or very serious in- 
fection, aneurisms must be operated upon imme- 
diately. 

8. The best time for an aneurism operation is 
between two and three weeks after the injury. 
During this time one is able to judge if a serious 
infection exists or not; and if this is evident there 
should be no further delay. 

9. Slight infections may occur weeks later and 
even after complete healing of the wound. They 
do not forbid operation nor suture when indicated. 
In doubtful cases it is best to take the precaution of 
draining for a few days. 

10. All late operations are made unnecessarily 
difficult by the calluses resulting in the meantime. 

11. For the same reason, procedures such as 
compression of the aneurism are more harmful 
than useful. They only cause calluses and in- 
flammatory changes in the sac. 

12. In all gunshot injuries in which the projectile 
in its passage has struck one of the larger vessels, 
judgment has to be most careful, because even 
weeks later, when the patient moves around an 
aneurism may manifest itself. 

13. Infected aneurisms may simulate abscesses, 
therefore the utmost care is advised in the examina- 
tion. 

14. Whereas in a successful vascular suture the 
patient can be treated as recovered after a month, 
this is not the case in a ligature, because here slight 
disturbances of the circulation remain for a consid- 
erable time, which renders the man unfit for the 
heavy work at the front, especially in winter. 

15. The results of vein transplantation in larger 
defects of the arteries are very doubtful. 

16. The strength of a vascular suture is extremely 
great, as is proved by the possibility of putting a 
simultaneous fracture in extension immediately 
after circular suture. 

17. Aneurism followed by paralysis of the nerves 
is very frequent, not because of lesion of the nerves 
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through the shot, but more on account of pressure 
from the aneurism. 

The clinical details of the 72 operated cases are 
given. W. A. BRENNAN. 


Boeckel, J.: ‘Two Cases of Arteriovenous Aneurism 
of the Femoral; Quadruple Ligature with 
Extirpation of the Intermediate Vascular 
Segment (Deux cas d’aneurysmes artério-veineux 
de la fémorale; quadruple ligature avec extirpation 
du segment vasculaire intermédiaire). Bull. Acad. 
de méd. Par., 1916, Ixxvi, 239. 


There are two types of arteriovenous aneurisms, 
one with a sac, the other without. The type without 
a sac is very rare and Delbet and Mocquet, in 35 
cases of aneurisms of the femoral, only found this 
type five times. Strictly it is not an aneurism, but 
rather a simple fistula between the artery and vein. 
Such an effect is not usually the result of a primary 
lesion but occurs some days or even some weeks 
after it, and is the outcome of a periarteritis and 
periphlebitis occasioned by the greater or less con- 
tusion of the vessels. 

In the author’s two cases he extirpated the inter- 
mediary vascular segment, corresponding to the 
aneurismal sac, preceded by quadruple ligature. 

W. A. BRENNAN. 


Horsley, J. S.: Traumatic Aneurism of the Tem- 
poral Artery. 77. South. Surg. & Gynec. Ass., 
White Sulphur Springs, 1916, Dec. 


Horsley calls attention to the infrequency of 
traumatic aneurism which differs from the so-called 
idiopathic aneurism of diseased arteries. A trau- 
matic aneurism is caused by a trauma in a previous- 
ly healthy vessel, and really results from the or- 
ganization of a hematoma which is produced by 
this injury. Usually when an artery is injured by 
a trauma, the patient either bleeds to death or the 
vessel is occluded by the pressure of the thrombus. 
When this does not occur, a traumatic aneurism 
may result from a pocket or lake that occurs in the 
clot where the artery is injured. The conditions 
which promote this may consist of some deficiency 
in the elements of the blood or tissues that produce 
prompt clotting, or may be mechanical and result 
from a flap of intima being detached, or by pressure 
of the hamatoma causing an eddy in the blood at 
this point. ‘The temporal artery is very superficial, 
and with its terminal branch, the anterior temporal, 
is much exposed to trauma. It has but little pro- 
tection by soft tissue either above or below it. 
Since 1896 a rather thorough search of the literature 
has shown only five cases of traumatic aneurism of 
the temporal artery and its branches. To these 
five cases, Horsley adds cases of his own. 

In neither of Horsley’s cases was there any evi- 
dence of syphilis or other disease of the arteries. 
One was in a youth 19 years of age, who received an 
injury in the right temporal region while playing 
basket-ball. This was immediately followed by a 


large hematoma which was partially absorbed, 
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but resulted in a small pulsating aneurism about 
one-half inch in diameter. Operation was done 
seven months after the injury under local an- 
esthetic, the sac being excised after the arteries were 
ligated. ‘The second case was in a young boy, 9 
years of age, witha somewhat similar history, who was 
injured while wrestling. In this case the aneurism 
formed in the temporal artery just above the zygoma. 
It was excised under local anesthetic. ‘There was no 
recurrence in either case. 


Barbarin and Lérat: Twenty-three Cases of 
Ligature for Vascular Injuries (Vingt-trois cas 
de ligatures pour lesions vasculaires). Presse méd., 
1916, p. 401. 

Among twenty-three cases which were observed 
by the authors in two and one-half months there 
was one death, which occurred a few moments 
after ligature of the femoral vein in Hunter’s canal. 
Autopsy showed numerous infarcts in the right lung. 
Three consecutive amputations were necessary. One 
amputation in a case of ligature of the anterotibial 
artery was due rather to the osseous and articulatory 
injuries than to the effects of the ligature. In a 
case of ligature of the popliteal vessels the circula- 
tion not having been re-established, amputation 
was necessary three days later. The third amputa- 
tion was done three days after the ligature of the 
femoral artery and vein in Hunter’s canal, followed 
by gaseous suppuration. All three cases recovered. 

In the 19 other cases the operatory after course 
was good and no circulation troubles were observed. 

W. A. BRENNAN. 


POISONS 
Montais: Concerning Tetanus Following Serum 
. Injection, Particularly Tetanus Without 


Trismus (Sur le tetanos post seriques et en par- 
ticulier sur le tetanos sanstrismus). Amn. de l’inst. 
Pasteur, 1916, xxx, No. 7. 


Montais helps to clear up the subject of local 
tetanus very materially. He has collected 21 cases 
from French sources of well-defined local tetanus 
without trismus and a number of other cases in 
which trismus supervened later. All of the cases 
occurred in persons who had received the pro- 
phylactic dose of serum by injection. 

Montais says that the first case of local tetanus 
was observed in 1913, and that the form of tetanus 
which begins locally and ends in trismus has long 
been appreciated, yet the form which is designated 
as local now is a pathological novelty, and that it is 
the outcome of serotherapy. 

Montais distinguishes four degrees of tetanus: 

1. In the first group, the tetanus remains Jo- 
calized in the region of the wound, the pontine and 
bulbar centers escaping altogether. This _ is, 
strictly speaking, local tetanus and it occurs almost 
entirely within the first month after the prophy- 
lactic dosage. The incubation may be only a few 
days afterward, but in one case it was three months. 
Only two of the reported cases died. 
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2. In the second group, more frequently seen 
than the first, although local in its onset, there is 
evidence that the higher centers are not completely 
protected, because after the lapse of days or weeks, 
trismus and other general symptoms appear, fre- 
quently of no great severity. The mortality as might 
be supposed is higher than in the first group. 

3. In the third group the onset is usually from 
the second month onward, the protection of the 
higher centers is much less. ‘Trismus, cervical 
rigidity, and other of the well-known general symp- 
toms of tetanus are noted; the local onset in the 
injured member is no longer seen or at least it is no 
longer sufficiently present to attract attention. In 
this group it would seem that there is yet some 
slight degree of immunity to modify the severity 
of the symptoms. The crises are‘ not so severe as 
found in one entirely unprotected and the spasticity 
shows a tendency to persist. The mortality is 
from 33 to 50 per cent. 

4. In the fourth group there is no evidence of 
protection and the tetanus is of the ordinary type. 
Montais states that the tetanus bacillus is found in 
wounds usually in the form of spores, and these may 
germinate, liberating toxins up to many months 
after implantation. The dormant spores may be 
awakened long after the effect of the prophylaxis 
has disappeared. 

Why should early tetanus in the protected man as- 
sume the local form? The answer is both ingenious 
and plausible. It is generally understood that the 
central nervous system is invaded by the tetanus 
toxin by way of the peripheral terminations in the 
muscles, the channel being by way of the motor 
nerves. It is for this reason that the involvement 
of the spinal centers corresponds to the site of the 
wound. In the unprotected man simple local teta- 
nus practically never occurs. In him the centers 
in the pons and medulla are the first to be attacked 
because they are more susceptible. The route to 
the centers in the pons and medulla is a roundabout 
one, by way of the blood stream, unless the wound 
and focus of infection are situated adjacent to the 
cranial nerves. In the man who is protected, the 
higher centers, beyond the spinal ones, are shielded 
by the antitoxin circulating in the blood, while the 
spinal centers are immediately accessible to the 
toxin in the wound. Montais believes that early 
local tetanus is the result of immediate and copious 
outpouring of toxin from the wound, at the same 
time that in protected man the higher centers are 
receiving protection from the antitoxin in the blood 
stream, otherwise the case would resolve itself into 
one of the regular type with a rapidly fatal issue. 
In the simple local forms of tetanus the mortality 
is low because the prognosis depends upon whether 
or not the higher centers are attacked. Unless 
protection is kept up as already recommended, 
the shield afforded by the antitoxin gradually wears 
away, trismus and other general symptoms appear, 
and the disease runs its customary course. 

Louis A. LaGARDE. 


Nobecourt and Peyre: Tetanus in a Child Cured 
by Intravenous Intensive Serum Treatment 
(Tetanos chez un enfant gueri par la sérotherapie 
intraveineuse intensive). Presse méd., 1916, p. 433. 


A child, 8 years old, after a superficial thumb 
injury developed tetanus on the fourth day. Within 
seven days 280 ccm. of antitetanic serum were 
injected in the veins; also 40 ccm. in the cephalo- 
rachidian fluid. Amelioration did not take place 
until six days after treatment. From the sixth to 
ninth day of illness the child showed urticaria, 
fever, tachycardia, cyanosis, etc. After ameliora- 
tion set in it progressed rapidly and the child was 
completely cured within a month. 

W. A. BRENNAN. 


SURGICAL DIAGNOSIS, PATHOLOGY, AND 
THERAPEUTICS 


Ochsner, E. H.: The Biochemistry of Topical 
Applications, with Special Reference to the 
Use of Boric Acid in Septic Infections. Tr. 
South. Surg. & Gynec. Ass., White Sulphur Springs, 
1916, Dec. 


The laws governing the absorption of local 
applications to the skin have been the subject of 
considerable investigation and much controversy. 
This difficulty has been accentuated by the fact 
that until recently the laws governing osmosis and 
dialysis have not been understood, and have invari- 
ably been presented incorrectly even in special 
works on this subject. 

It has now been determined that osmosis is not 
dependent upon the semi-permeability of the 
membranes but upon the chemical affinity different 
substances have for each other. Thus, for instance, 
solid camphor will pass through a rubber dam if 
bisulphite of carbon is placed on the other side of 
the rubber dam, while it will not pass through if 
water is placed on the other side of the rubber; 
showing, conclusively, that the membrane alone 
does not determine whether all substances will pass 
through or not. 

In the chemical laboratories hundreds of exper- 
iments have been made to prove the correctness of 
the statement that chemical affinities and not the 
semi-permeability of the membranes determine 
whether osmosis and dialysis will take place or not. 

Concentration of the solution is also a very 
important determining factor. 

Clinically the laboratory experiments can be 
duplicated by using solutions of boric acid and 
water as a wet dressing. Here again it has been 
determined that concentration of solution is of the 
utmost importance. A saturated solution of boric 
acid when applied to the skin will invariably appear 
in the urine in appreciable quantities within an 
an hour, and if a wet dressing is kept in place for a 
considerable time the amount of boric acid which 
appears in the urine may rise as high as two-tenths 
of one per cent. These chemical experiments, as 
well as clinical experiences, prove rather conclu- 
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sively that in order to be effective boric acid must 
be used in saturated solution. 

While boric acid does not destroy pathogenic 
bacteria, it greatly reduces their virulence as has 
repeatedly been demonstrated by injecting pus, 
withdrawn from septic infections, into test animals 
before and after the application of boric acid dress- 
ings. If the pus is aspirated before the boric acid 
has been used, it will kill the test animal in very 
much smaller quantities than that which has been 
removed after the dressings have been applied, 
although ordinarily pathogenic bacteria become more 
virulent by being passed through a human host. 

The clinical experiences have also demonstrated 
that wet dressings of boric acid are much more 
effective in streptococcus staphylococcus albus and 
citreus than in any other type of infection. 

In order, however, that boric acid may reach its 
maximum of efficiency, some other directions should 
be observed such as: absolute rest in bed; proper 
attention to elimination by the lungs, skin, bowels, 
and kidneys; relief of pain, if possible without the 
use of opiates, by the addition of from 10 to 33 
per cent of 95 per cent alcohol to the solution, paint- 
ing the inflamed area with 95 per cent carbolic acid 
until it turns white and then removing the excess 
carbolic acid with alcohol; elevation of the extrem- 
ity with the muscle surrounding the involved joint 
at equilibrium; incision only when there is macro- 
scopic evidence of pus and after a certain degree of 
immunity has developed. If incision becomes neces- 
sary an Esmarch bandage should first be applied 
whenever possible and then the incised wound 
should be swabbed with tincture of iodine before 
the Esmarch is removed, and the part should be 
manipulated as little as possible. If all of these 
precautions are observed septicemia, pyamia, and 
impairment of function will rarely if ever occur. 


Miller, J. L.: Relation of the Hypophysis to Cer- 
tain Clinical Manifestations and the Thera- 
peutic Application of Its Extracts. Am. J. M. 
Sc., 1916, clii, 549. 

Complete removal of the anterior lobe of the 
hypophysis results in death, partial removal in 
developmental disturbances. Therapeutically active 
substance is present only in the pars intermedia of 
the posterior lobe, and effects the cardiovascular 
system, the kidney, uterus, urinary bladder, intes- 
tine, and the secretion of the mammary gland. 

It is the generally accepted view that acromegaly 
is due to overfunctioning of the anterior lobe of 
the hypophysis. Dystrophia adiposogenitalis in 
all probability is due to the anterior lobe also, the 
most convincing evidence being furnished by the 
experimental findings on dogs, in whom, when a 
considerable portion of the anterior lobe is removed, 
develops the Froelich syndrome of delayed develop- 
ment, adiposity, and failure of sexual develop- 
ment. Removal of the posterior lobe is not followed 
by any serious consequences. Organotherapy in 
this condition has not given very definite results. 
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It is impossible to say whether either or both of 
the glands which show changes in adiposis dolorosa, 
the thyroid, and the hypophysis, are responsible 
for that condition. 

The endeavor has been made to explain hypophy- 
seal diabetes insipidus as the result of over- 
activity of the posterior lobe, but there is no very 
clear-cut animal experimentation proof. No one, 
after partial or complete removal of the hypophysis, 
has been able to produce a permanent polyuria. 
The most conclusive evidence that the condition, 
when associated with hypophysis, is due to lessened 
rather than to increased secretion is furnished by 
clinical observations, several workers having shown 
that the subcutaneous injection of extracts of the 
posterior lobe will lessen the urinary output 50 
per cent or more. The author was never able to 
demonstrate by experiments on both normal and 
nephritic individuals, that pituitrin possessed any 
diuretic action. 

It is generally conceded that patients with 
acromegaly very frequently show either a transi- 
tory or permanent glycosuria, but the conflicting 
results of the experimental effects to produce 
glycosuria in animals and the lack of constancy of 
the clinical observations, make it apparently impos- 
sible to determine the réle of the hypophysis in 
sugar metabolism. 

It has been shown that while the galactogogue 
action of the hypophysis, which is present only in 
the posterior lobe, produces an increase in the 
quantity and the quality of the milk, yet there is a 
reduction below the normal at the next milking, 
so that the total output and the fat content is not 
increased for the twenty-four hours. An immunity 
is also rapidly acquired after its prolonged use. 

- It is impossible to say whether any of the ductless 
glands are concerned in the development of osteo- 
malacia. 

Intravenously, pituitrin causes a slow and pro- 
longed rise in blood-pressure with slight slowing 
of the heart; on the uterus it stimulates contractions 
by its direct action on the unstriated muscle, in 
properly selected cases its use being largely free 
from danger. On the intestine, posterior lobe 
extracts cause first a lessening of the tonus and 
peristaltic action, soon followed by increased tonus 
and peristalsis. Its use has been recommended for 
postoperative peritonitis, in mild intestinal obstruc- 
tion, and in postoperative intestinal stasis. ‘The 
author has seen no benefit in its intramuscular use 
in the abdominal distention of pneumonia. 

Favorable reports have appeared on the use of 
pituitrin in causing spontaneous emptying of the 
bladder, thus avoiding catheterization after con- 
finement and after operation on the pelvic organs. 

Pituitrin may be of value in controlling uterine 
hemorrhage of a certain character; while it is recom- 
mended subcutaneously in nose and throat opera- 
tions, in the treatment of pulmonary hemorrhage, 
and in the reduction of the coagulation time of the 
blood. Should pituitrin prove to be a hemostatic it 
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will probably be through its coagulating rather than 
its vasoconstrictor action. 

The above results are obtained only through the 
use of posterior lobe extracts given subcutaneously, 
intravenously, or intramuscularly, but not when 
given by mouth. Evidence is still lacking that 
anterior lobe extract is of value in stimulating 
growth and sexual activity. FE. K. ARMSTRONG. 


EXPERIMENTAL SURGERY AND SURGICAL 
ANATOMY 


Mann, F. C.: A Further Study of the Gastric 
Ulcers Following Adrenalectomy. J. Exp. 
Med., 1916, xxiv, 329. 

In a previous study of adrenalectomized animals, 
the frequent occurrence of acute ulceration of the 
gastric’ mucosa and the occasional occurrence of 
duodenal ulcer were noted by the author. While 
these ulcers were not found in adrenalectomized 
animals subjected to continuous etherization and 
were infrequent in animals subjected to the removal 
of only one gland, they occurred in about 90 per cent 
of those dying under the characteristic symptoms of 
adrenal insufficiency after the removal of both 
glands. The ulcers developed during the moribund 
period were apparently peptic, forming at the site 
of the local haemorrhages in the gastric mucosa, 
and were true acute ulcers, usually penetrating to 
the muscularis mucosa, with a total loss of epitheli- 
um. While they occurred in the absence of pan- 
creatic secretion and bile, they appeared to develop 
only in an acid medium. 

In order to determine whether the acid medium 
was the important factor in the production of the 
acute ulcers, or whether their cause resided in other 
factors, such as the special nerve or vascular mech- 
anism of the stomach, the following experiments 
were performed: 

1. A loop of the first part of the jejunum, varying 
in length from 6 to 12 cm., was functionally resected 
under anesthesia and implanted in the posterior 
wall of the stomach in the region of the antrum 
pylori. The continuity of the intestine was main- 
tained by an intestinal anastomosis. 

In four of these animals, after a considerable 
length of time had elapsed, the right adrenal was 
removed, and a few months later the left gland was 
extirpated. All developed the typical symptoms 
of adrenal insufficiency and died at various times 
after the removal of the last gland. 

In all these animals definite lesions of the gastric 
mucosa were found at autopsy. In three, there were 
ulcerations, while in one the mucosa was injected 
only and showed areas of erosion. In three the 
jejunal transplant appeared exactly similar to the 
control. In one there appeared to be a slight loss 
of jejunal mucosa in pin-point areas, which micro- 
scopically proved to be small ulcers. 

The author hoped that these experiments would 
prove whether free acidity was the primary cause in 
the formation of these ulcers, or whether the 


primary cause lies in the intrinsic mechanism of 
the gastric mucosa. The results of the experiments 
show that both factors are of importance. In the 
three experiments in which the gastric mucosa 
alone was involved, the transplant having been left 
intact, either the ulcerations and erosions were due 
to a primary impairment of the gastric mucosa to 
which the jejunal mucosa was not subjected, or the 
acidity developed within the gland tubules and 
produced its destructive action there first. If the 
latter is true, the jejunal mucosa might become 
involved afterward. ‘The experiment in which the 
transplanted mucosa was involved might be inter- 
preted in this way, the author states. The evidence 
tends to show that the acidity is but a secondary, 
although necessary factor, and that the primary cause 
lies in the intrinsic mechanism of the gastric mucosa. 
However, the fact that changes in the jejunal 
mucosa occurred in one experiment shows the 
importance of acidity. 

The author finally concludes that acute gastric 
ulcers are found in a large percentage of animals 
dying from acute adrenal insufficiency. In dogs 
in which a portion of the jejunum had been trans- 
planted some time previous to the removal of the 
adrenals, the gastric mucosa showed more marked 
changes than the transplanted jejunal mucosa, 
This tends to show, he believes, that the gastric 
juice as the cause of the ulcer is but a secondary 
although necessary factor. GrorceE E. BEILBy. 


Allison, N. and Fisher, R. F.: Experimental Bone 
Tuberculosis. Am. J. Orth. Surg., 1916, xiv, 631. 


In their forty experiments the*authors established 
foci of tuberculosis in various regions of the bones of 
young dogs. The epiphysis and diaphysis of the 
femur, the knee-joint, and the subperiosteal bone of 
the femur and tibia were chosen. Virulent human 
and bovine bacilli grown on glycerine agar media 
were used: 11 were epiphyseal, 6 diaphyseal, 19 
subperiosteal, and 4 joint surface inoculations. 

From their experiments the authors conclude that 
it is possible to establish experimental foci of 
tuberculosis in any region of the bones of dogs. 
Their sections show growing foci in the epiphysis, 
in the metaphysis, in the diaphysis, in the cortex of 
the shaft, and on the joint surfaces. 

They observed no essential difference in the re- 
action of tissues to the human or bovine type of 
organism. They found that where there were 
elements that lent themselves readily to new bone 
formation, the tuberculous process was characterized 
not only by bone formation but also by a reaction of 
proliferation resulting in upbuilding of new bone. 
The latter observation was based upon the behavior 
of the periosteum and subperiosteal layers of bone 
in the experiments where the focus was implanted 
in the diaphysis or under the periosteum. In the 
experiments where the epiphysis or joint surfaces 
were inoculated this reaction did not occur for the 
reason that in these regions the proliferative ele- 
ments are not found. 
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The authors believe that there is no essential 
difference between the reactions to tuberculous foci 
between spongy or cancellous bone and compact 
cortical bone, except that in the latter the element 
of bone proliferation plays an important rdéle. 

Puitie Lewin. 


Chesney, A. M.: The Latent Period in the Growth 
of Bacteria. J. Exp. Med., 1916, xxiv, 387. 


Chesney divides the life cycle of a bacterial 
culture, as determined by estimations of the number 
of viable organisms present at various intervals, 
into four periods or phases, which, in the order of 
their appearance, may be designated: (1) the 
latent period, (2) period of maximum rate of 
growth, or logarithmic period; (3) stationary period, 
(4) period of decline. These phases merge into one 
another without a sharp dividing line, and their 
duration varies with different species of organisms, 
and with the same organism under different con- 
ditions, such as temperature, nature of culture 
media, and still other factors. 

By latent period or lag is meant the interval 
which elapses between the time of seeding and the 
time at which maximum rate of growth begins. 
During this time there may be slow growth, no 
growth, or an actual diminution of viable organisms. 
In the present paper the author deals with the 
nature and significance of this phenomenon. 

He advances several views to explain the nature 
of lag. The fact that bacteria, when inoculated 
into suitable nutritive media, do not immediately 
increase at the maximum rate of which they are 
capable, indicates that there is a lack of complete 
adjustment between the bacterial cell and _ its 
environment, and that this discrepancy must first 
be corrected before rapid growth can ensue. Obvi- 
ously, one of two factors, cell or medium, must be 
at fault. It follows that in order that bacterium 
and nutritive medium may become completely 
adjusted to one another a change must take place 
in one or both of the factors. ' Lag, then, the author 
states, would represent the time necessary for 
such a change to be effected. 

Keeping these points in mind, the possible 
causes of lag may be considered under two heads, 
according to whether the medium or the bacterial 
cell is responsible. In other words, the cause may 
be extracellular or cellular in origin. The author 
concludes his work as follows: 

Cultures of diplococcus pneumonie, bacillus coli, 
bacillus fluorescens liquefaciens, and bacillus pro- 
digiosus, when grown in meat infusion broth exhibit 
an initial latent period when the culture used for 
inoculation is no longer growing at its maximum 
rate; if, however, the culture is growing at its most 
rapid rate the bacteria, upon subculture, show no 
latent period but continue to multiply at the same 
rate as that of the parent culture. 

If broth cultures of pneumococcus are centrifuged 
at the beginning of the period of maximum rate of 
growth, the bacteria remaining in the supernatant 
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fluid continue to grow at a rapid rate upon further 
incubation; if, however, the culture is centrifuged 
at the end of the period of maximum rate of growth, 
those bacteria which remain in the supernatant 
fluid show a prolonged latent period, during which 
many of the organisms die. While the death of 
these bacteria is taking place the process follows 
closely the law of unimolecular reactions. 

Actively growing pneumococci inoculated into 
the supernatant fluid from a four-day culture of the 
same strain continue to grow rapidly for an appre- 
ciable time after inoculation. 

Filtrates from 24-hour cultures of pneumococcus 
inhibit the further growth of actively growing 
pneumococci when the latter are inoculated into 
such filtrates. This inhibitory action of the fil- 
trates is lost in part, as the culture from which 
the filtrate is obtained is allowed to incubate 
longer. 

Actively growing pneumococci, after exposure at 
low temperatures to the action of the filtrate of a 
24-hour broth culture of the same strain, show a 
greater lag than the controls. 

The foregoing facts, the author considers, offer 
strong support for the view that lag is an expression 
of injury which the bacterial cell has sustained 
from its previous environment. 

GreorcE E. 


RADIOLOGY 


Johns, M. W.: Postoperative X-Ray Treatment in 
Malignant Growths, Has It Established Its 
Value? IJnterst. M. J., 1916, xxiii, 143. 


In the treatment of superficial conditions the 
roentgen rays have become an established fact and 
while there are many other methods that may give 
good results, none have equaled them. Pusey is 
quoted as having treated 44 cases of cancer of the 
lip which were followed up after three years with 
only two failures. In the treatment of those cases | 
where operation has failed, or those that have 
passed the operative stage, while permanent results 
are rare considerable relief was given, and in some 
the condition improved to such an extent that 
operation became possible. 

Johns reviews the action of the soft and hard rays 
and reaches the conclusion that (1) the X-ray acts 
with greater selective action upon newly-formed 
malignant tissue with its rapidly forming and de- 
veloping cells and blood-vessels; (2) it is also less 
active upon the older cells of the growth which have 
persisted for some time and become firmly estab- 
lished; (3) surgical removal of the main cancer 
mass, if possible, followed by thorough raying of 
the more recent cancer-cells and lymphatics, will 
produce definite results in the shortest space of 
time. These facts are illustrated by the citation 
of cases and quotations from various authors. The 
author believes that the new Coolidge tube tech- 
nique has greatly widened the field of treatment. 
W. S. NEWcoMET. 
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Guilleminot, H.: Results of Nineteen Months’ 
Experience in War Radiology (Resultats de dix- 
neuf mois d’expérience sur la radiologie de guerre). 
J. de radiol. et d’élect., 1916, ii, 225. 


Discussing the question as to whether it is prefer- 
able to have recourse to radiology or radioscopy in 
the localization of projectiles the author thinks 
that radioscopy is preferable for the following 
reasons: 

1. Its greater rapidity. 

2. Radioscopy allows the determination of the 
depth of the projectile being demonstrated on the 
patient himself; also the marking of the findings on 
the skin without having recourse to calculations 
or constructions which can be done only at the end 
of the day when from 10 to 20 patients have been 
examined. 

3. Radioscopy permits change of the base of 
search when it is perceived that another is preferable 
on account of the situation of the projectile. 

4. Radioscopy guides the surgeon even when the 
patient is on the operating table in the operating 
line to be selected; and even in the course of the 
operation if the finding of the projectile offers any 
difficulty. 

5. There are no projectiles discoverable by radiog- 
raphy which cannot be discerned radioscopically, 
with a proper installation. 

The author’s experience is that most operators 
who in the beginning used radiography have now 
adopted radioscopy. In the beginning of the war 
experience of the working of radiologic installations 
was lacking. Many were of the opinion that high 
intensities of 15 to 20 milliamperes were necessary. 
It was not known then that radioscopy would be 
much more used than radiography. Now most 
of the radiologic automobiles work with a medium 
intensity and employ Chaband tubes, and even in 
fixed installations radiographs are made with 3 
or 4 milliamperes of current at most. The heavier 
cars developing 30 to 40 horsepower which were 
installed in the early part of the war are therefore 
no longer necessary. W. A. BRENNAN. 


Childs, S. B.: The Present Status of Roentgen 
Therapy. Colo. Med., 1916, xiii, 294. 


The results of roentgen therapy, especially of 
deep seated lesions, have been materially improved 
since the advent of better apparatus and technique. 
The three factors contributing most to the improve- 
ment are the Coolidge tube, the use of ray filters to 
protect the skin, and the “‘cross-fire” method to 
increase the dosage. 

From a review of the literature and from his own 
experience the author feels that the following con- 
clusions are warranted: 

1. In the treatment of superficial epitheliomata, 
the roentgen ray can effect a permanent cure in 
more than 95 per cent of the cases, and the results 
obtained are from a cosmetic standpoint superior 
to those obtained by any other method of treat- 
ment. 


2. In leukemia and Hodgkin’s disease a sympto- 
matic cure is greatly enhanced by the use of deep 
roentgen therapy. 

3. In uterine hemorrhage, in carefully selected 
cases, a cure can be expected in over 95 per cent. 
At present, however, deep roentgen therapy seems 
indicated chiefly in the treatment of uterine hem- 
orrhage in those cases where an operation is unde- 
sirable. 

4. In Graves’ and Basedow’s disease we have in 
roentgen therapy a remedy which can relieve 
comparatively early the alarming symptoms in 
many cases, and if an operation is later deemed 
necessary the patient will be in better condition to 
successfully stand it. 

5. All operable deep-seated cancers, with adja- 
cent lymphatic glands, should be thoroughly re- 
moved surgically, and an area wide of the entire 
locality should be treated by the most approved 
methods of radiotherapy as soon after the operation 
as possible and as thoroughly as though the disease 
still existed. From the results already reported in 
the treatment of deep-seated cancers, postoperative 
radiotherapy can be depended upon to diminish 
materially the present high percentage of recur- 
rences. 

6. All patients with inoperable cancer should 
have the benefit of radiotherapy, supplemented by 
electrocoagulation in cases suitable therefor. Al- 
though a permanent cure is not to be expected, 
experience has proved that many brilliant sympto- 
matic cures have resulted, and many persons have 
been restored to a life of usefulness and comfort 
for years, who otherwise were doomed to an early 
death. Furthermore, in the cases in which a 
symptomatic cure has not been established the 
patient has been relieved of pain; foul-smelling 
discharges have been lessened to a marked degree; 
and the general condition has been greatly im- 
proved. It seems within the bounds of safe predic- 
tion that with a greater experience in roentgen 
therapy in this class of cases, results that now seem 
impossible may be expected. ApotpH HartTunc. 


Mayo, C. H.: An Appreciation of the Roentgen 
Ray and a Warning as to Its Use in Surgical 
Diagnosis. Am. J. Roentgenol., 1916, iii, 474. 


Brief mention is made of the various uses to 
which the roentgen ray has been put in a diagnos- 
tic way and the value or harm resulting from the 
interpretation of its findings. The author main- 
tains that the treatment of certain fractures has 
been almost revolutionized by early diagnosis and 
aid in adjustment incident to the use of the roentgen 
ray. Faulty interpretations of bone lesions have 
been responsible for advising too radical operations. 
By revealing the location of foreign bodies, it has 
shown whether surgery is indicated and, when neces- 
sary, preventing over-extensive dissection. 

In such disease of the lungs as the early stages of 
tuberculosis, fibrosis, local bronchiectasis, and cavi- 
tations, the roentgen diagnosis is more sure and deti- 
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nite than by previous clinical methods. Pleural 
exudates are readily recognized. Of special im- 
portance is the aid the roentgen ray affords in the 
diagnosis of early metastatic carcinoma of the lungs 
and bones, thus preventing serious primary or 
secondary operations when the lesion has progressed 
to that stage. 

In disease of the gastro-intestinal tract it not 
only renders very definite and positive aid in diag- 
nosis but frequently indicates the proper surgical 
treatment required. Not infrequently it renders 
exploratory operations unnecessary by demonstrat- 
ing the inoperability of the lesion. In an extremely 
high percentage of cases duodenal ulcers can be 
diagnosed by its aid. Intestinal tumors, chronic 
obstruction, dilatation, and stasis show remarkably 
well, and roentgenologic findings can be depended 
on as a means of diagnosis in a large majority of 
cases. The ease with which stomach and colon 
ptosis can be shown with the X-ray has done consid- 
erable harm in leading to inadvisable surgery by 
ascribing many ailments to this condition, which 
may be incidental rather than causative. 

The roentgen ray offers great aid in the diagnosis 
of disease of the kidneys and ureters. ‘The presence 
and location of stones can often be shown and the 
recognition of multiple calculi undoubtedly lessens 
the percentage of supposed recurrences. Deform- 
ities of the pelvis of the kidney can be outlined by 
the pyelogram, thus making possible early diagnosis 
and operation of hypernephroma. 

The use of the roentgen ray in cholelithiasis or 
cholecystitis is considered by the author of compar- 
atively little value, tending merely to corroborate 
the clinical findings in some of the cases rather than 
furnishing dependable data for diagnosis. 

As a means of locating foci of infection at the 
apices of the teeth, the roentgen ray supersedes all 
other means of examination. 

In conclusion the author urges the roentgenologist 
to be brief, concise, and frank in making his report 
of findings. The interpretation of these should be 
properly correlated with laboratory and clinical 
tests and well-taken histories so that the greatest 
proficiency in clinical diagnosis may be obtained. 

HARTUNG. 


Dieffenbach, W. H.: Report on Cancer Patients 
Treated with Roentgen or Radium Rays and 
Remaining Clinically Cured After More Than 
Three Years. J. Am. Inst. Homeop., 1916, ix, 
430. 


Dieffenbach reports 16 cases: 9 treated with 
radium alone, one with X-ray alone, 5 with surgery 
and radium, and one with X-ray and radium. 
The time of observation ranges from 3 to 12 years 
from the beginning of treatment with good results 
in those reported. The cases include osteosarcoma 
of the jaw, carcinoma of the uterus, epithelioma of 
the face, carcinoma of the rectum, carcinoma of 
the breast, cancer of the bladder, and epithelioma 
of the labia. Dieffenbach was impressed with the 
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fact that a much greater number of recurrent and 
terminal cases treated by him have succumbed 
than have been cured. He urges postoperative 
radiation for malignancy in the prevention of 
transplantation, recurrence, and metastasis. Co- 
operation of the surgeon, physician, and radiologist 
will, in his judgment, achieve better results than 
are at present secured by any one method dog- 
matically pursued. Cart R. STEINKE. 


Stevens, R. H.: What Evidence Have We of the 
Value of Pre-operative Roentgen Treatment 
of Cancer? J. Am. Inst. Homaop., 1916, ix, 437. 


Stevens reports 3 cases of cancer of the penis, 
1 lymphoblastoma of the tonsils, 4 cancers of the 
breast, and 1 cancer of the uterus in which X-ray 
was used in the treatment. In only one was X-ray 
used previous to operation and then the operation 
was performed as the cancer of the penis grew worse 
with the X-ray treatment. In the others X-ray 
treatment gave good results either without opera- 
tion or in recurrence following operation. The 
cases were all reported before any length of time 
had elapsed and as Stevens says: ‘‘ What the final 
verdict will be in these cases time alone will tell.” 
He concludes that the X-ray properly used with 
good modern technique accomplishes favorable 
results in cancer which have not heretofore been 
considered possible. Car R. STEINKE. 


Burns, J. E.: The Use of Thorium in Urology and 
Roentgenology. Am. J. Roentgenol., 1916, iii, 482. 


After many experimental investigations as to its 
pharmacologic action and much clinical evidence 
after a year’s experience in its use, the author has 
come to the conclusion that thorium possesses all 
the qualifications necessary for use as a pyelo- 
graphic agent. It is non-toxic, non-irritating, 
quite opaque to the roentgen ray, possesses marked 
fluidity, permitting its ready escape from the uri- 
nary tract, does not stain things with which it comes 
in contact, and is inexpensive. 

The solution of choice was found to be the double 
citrate of sodium and thorium, together with an 
excess of sodium citrate and some sodium nitrate. 
This solution is not bactericidal and moulds grow in 
it upon standing; therefore, it must be sterilized 
and kept sterile while being used. For pyelograms, 
a solution containing 15 per cent of thorium in the 
form noted should be used, and for cystograms a 
10 per cent solution has been found entirely satisfac- 
tory; 5 to r50 cubic centimeters have been used for 
former and 30 to 930 cubic centimeters for the 
atter. 

Regarding its method of introduction into the 
renal pelvis and ureter, the gravity method is the 
one generally recognized as least dangerous and most 
successful. The thorium solution was used in this 
way in 200 cases in the Urological Clinic of Johns 
Hopkins Hospital without any untoward effects 
other than could be accounted for by the required 
instrumentation or other extraneous factors. 
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Inasmuch as the thorium solution possesses 
marked advantages over any other solution used for 
pyelography, the author considers that its great 
value in urology and roentgenology has been fully 
established. HArtTuUNG. 


Jones, L. L.: Routine Technique of Barium Diag- 
nosis. Am. J. Roentgenol., 1916, iii, 477. 


A detailed description of the routine method of 
roentgen examination in gastro-intestinal cases as 
practiced at the Battle Creek Sanitarium is given by 
the author. In view of the fact that it has given 
highly satisfactory results in over 8,000 cases it is 
recommended as a standard technique to facilitate 
comparison of findings obtained by different opera- 
tors and thus advance scientific progress in this 
field of medicine. 

Barium sulphate is the contrasting medium of 
choice inasmuch as it answers all the requirements 
as regards opacity and has none of the disadvantages 
of the various bismuth salts which are acted upon 
by the gastric juice or various putrefaction products 
which may be present in the intestine. One- 
fourth ounce of the above is first given in one-third 
glass of water, the patient being in the erect position. 
This is watched as it enters the stomach and passes 
into the duodenum. Following this, an ounce of 
barium is given in a glass of hot malted nuts and 
another ounce in a glass of oriental clotted milk, 
making a total meal of about one pint. The stomach 
is then watched for peristaltic waves, spastic indraw- 
ings, etc. The patient is then placed on his right 
side on the horizontal table; pressure is made on 
the greater curvature toward the pylorus and the 
patient quickly turned on his back. ‘This permits 
detailed examination of the filled antrum and duo- 
denal bulb. Four and one-half hours later the 
stomach is examined for residue. If any is present 
its amount is estimated. A 6-hour limit of normal 
emptying is set. Another observation is made 
9.5 hours after the first meal to estimate the amount 
of ileac stasis. ‘Twenty-six hours after the meal the 
patient is re-examined to determine conditions in 
the colon, and at 50 hours again to furnish data on 
colonic stasis. If considerable residue still is found 
further observations are made at 74 or even 98 
hours. 

As regards the giving of cathartics or enemas pre- 
liminary to the above examination, this is inter- 
dicted with the view of obtaining as nearly natural 
conditions at the time of observation as is possible. 
The patient is instructed to take no food or drink 
immediately preceding the opaque meal nor for 
several hours afterward until the stomach is emptied 
of this meal. No laxatives nor enemas are to be 
given until all observations on the meal are com- 
pleted. 

Following the examination of the gastro-intesti- 
nal tract with the opaque meal the patient is prepared 
for the injection of the opaque enema. The bowel 
is cleaned by three small warm enemas given at 
fifteen-minute intervals at least two and not over 


three hours before the barium injection. An or- 
dinary rectal tube is used, inserted just past the 
sphincter. The enema consists of a warm mixture 
of barium and gum tragacanth. Before injecting 
this the abdomen is examined fluoroscopically for 
possible residues in the appendix or diverticula. 
The enema is watched at intervals as it flows in for 
possible obstructions, spasticity, mobility, ileo- 
cecal incompetency, etc. 

This completes the examination and gives all the 
information available from any routine method. 

HARTUNG. 


MILITARY SURGERY 


Bauer, F.: Shell Injuries in the Present War 
(Ueber Schusslaesionen im gegenwaertigen Krieg). 
Tr. XI North. Surg. Cong., Goeteborg, 1916, July. 


The author, who had occasion to work in the 
reserve hospital at Belgrade during the second Bal- 
kan War, during the present war in Vienna, and in 
other base hospitals, and further visited a series of 
base hospitals, gives a short review of the experiences 
obtained. 

1. Shell wounds are serious because a greater 
percentage of them are infected than formerly and 
frequently severely infected. ‘The reason for this is 
that artillery wounds predominate. 

2. It is necessary to operate early in most brain 
injuries and so-called Steckschuesse. 

3. Most bullet wounds of the thorax are to be 
treated very expectantly. 

4. In all cases of penetrating wounds of the ab- 
domen it must seriously be considered whether the 
operation will not give the patient a greater chance 
than the expectant treatment. Numerous excellent 
results have been secured where operation was per- 
formed during the first few hours after the injury 
even if the conditions for operation were not always 
ideal. 

5. The ideal treatment for lesions of the extrem- 
ities is to quickly remove all extraneous matter 
from the wounds, remove all loose fragments, put 
on a sterile dressing and a good fixation bandage, 
and send the patient out of the war zone. 

6. The transport system must be perfected to the 
minutest detail. 

7. It is absolutely essential that competent sur- 
gical men be retained at the front even in the most 
advanced hospitals and dressing stations. 

Since it is not very probable that bullet wounds 
will become less surgical in future wars, it is essential 
that in the organization of military hospitals the 
last mentioned requirement be heeded. 

L. A. JUHNKE. 


Wallace, C.: Gas Gangrene as Seen at the Casualty 
Clearing Stations. Brit. M. J., 1916, ii, 381. 


Wallace reports eleven cases of gas gangrene and 
records some very interesting opinions in regard 
to the condition. 

From the clinical study of his cases and from the 
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postmortem study of fatal cases and of ablated 
portions of limbs he receives the following im- 
pressions: 

Gas gangrene is a disease of the muscles, the 
infection being rarely met with without a muscle 
injury and advancing farther in the muscles than 
in the intermuscular areolar spaces. 

The lesion in its early stages is a longitudinal 
one running up and down the injured muscles from 
the seat of the lesion. The muscles first affected 
are the injured ones, and direct extension to an intact 
muscle is rare, so that it is unusual to find all of a 
segment of a limb affected unless the main blood 
supply has been cut off. 

There is but little tendency for the infection to 
pass from one muscle to another except when the 
pressure becomes sufficiently great to interfere with 
the blood supply to the adjoining muscles and thus 
renders them easy preys to the infection. Muscles 
contained in rigid compartments are especially 
prone to die, if wounded. 

The muscles become resonant from the presence 
of gas long before they become crepitant to the 
finger and, although crepitation is a comparatively 
late phenomenon being due to the escape of gas 
into the areolar and subcutaneous tissue, crepita- 
tion may be perceptible at an early date by means of 
the stethoscope. 

A vascular lesion insufficient to cause death in an 
uninfected limb will be followed by the death of 
the muscle in an infected limb. 

It seems that both the bacterial toxins and the 
gas play a part in the death of the muscle. The 
gas advances between the muscle-fibers ahead of 
the infection and interferes with the blood supply 
to the muscles, thus rendering them more suscept- 
ible to the toxins. 

The microscopic appearance of muscle dead 
from cutting off of its blood supply is different 
from that of a muscle dead from infection. Such 
an examination shows the bacteria to be between 
the muscle-fibers and not within them. 

The conclusions as regards treatment are: 

1. The circulation should always be preserved 
when possible and should be helped in every way. 
Tension from effusion or from gas by free incision 
should be relieved. Important vessels should be 
sutured and preserved, if possible. 

2. Incision, or ablation, of the wounded muscle 
is often sufficient to arrest the disease as it is usually 
only the wounded muscles that become gaseous. 

3. When gas gangrene occurs in a segment of a 
limb distal to the wounded segment it nearly always 
means that the main artery is blocked and amputa- 
tion of the gangrenous segment is the only course. 

4. The presence of crepitation apart from other 
signs is of no special importance. The state of the 


muscles and the number of dead muscles should 
be ascertained before amputation is performed, 
otherwise a limb or a very considerable portion of 
its length may be sacrificed unnecessarily. 

J. W. Turner. 
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Seefisch, G.: The Open Treatment of Wounds in 
War (Zur Frage der offenen Wundbehandlung im 
Kriege). Beitr. z. klin. Chir., 1916, c, Kriegschir. 
Heft, 19. 

In discussing the treatment of war wounds See- 
fisch states that he does not wish to discuss asepsis 
or antisepsis; neither does he wish at present to criti- 
cize the various procedures advocated by Wright, 
Delbet, Carrel and Dakin, as observations as to 
the value of such methods are not sufficient to war- 
rant conclusions just yet. 

Seefisch’s object is to weigh the general advantages 
and disadvantages of the open treatment of wounds 
in the light of his own personal experiences as direc- 
tor of a large clearing hospital. 

Attempts have been made to give open wound 
treatment a scientific foundation and to deduce 
practice from the theory. Seefisch intentionally 
avoids theoretical considerations, and _ confines 
himself entirely to the region of practice. In war 
surgery nothing but practical measures count, and © 
the surgeon can act only according to the conditions 
present. Here more than elsewhere a successful 
result is the only valid standard for the employ- 
ment of a method. Seefisch derives his experiences 
from large hospital material, mostly seriously wound- 
ed patients. In this hospital the open method of 
treatment had already been in use for some time 
and with extra care and skill had been brought 
to a great degree of perfection. 

At Seefisch’s first visit to this station he was fav- 
orably impressed by the open treatment method, 
but decided that it would be best to form his 
judgment from the results of primarily unselected 
applications of the method. In spite of the favor- 
able exterior conditions, and in spite of his own 


favorable attitude toward it, Seefisch could not 


convince himself after several weeks of daily expe- 
rience that the open wound treatment was any real 
advance, or that it had a future before it. The 
advantages claimed by those who advocate the 
open treatment of wounds are: (1) discontinuance — 
of tampons and drainage; (2) avoidance of painful 
changing of dressings; (3) quick abatement of fever; 
(4) good granulation; (5) avoidance of the bad odor 
of wounds; (6) effective struggle against the bacillus 
pyocyaneus; (7) favorable influence on gas phleg- 
mons; (8) restricted use of dressings; (9) less work for 
the staff. 

Seefisch considers each of these claims and as a 
rule does not find that they can be supported. As. 
regards tampons and drains he thinks that in prac- 
tice these are actually used by the advocates of the 
open method and that in order to avoid the slow- 
ness of epithelization by the open treatment those 
same advocates are using salves and dressings. 
There is no proof that either bacillus pyocyaneus or 
gas phlegmons are better combated by the open 
treatment than by the older occlusion methods. 

The final conclusions of Seefisch are: The open 
wound treatment has no important advantage over 
the occlusion bandage, and cannot be described as a. 
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radical solid progress in the technical treatment of 
wounds. The advantages of the method are pre- 
ponderatingly of an external nature. Only in 
certain kinds of wounds, such as wounds in the anus 
and in the bladder, has open treatment a really 
higher value. Open treatment has, however, num- 
erous disadvantages, the most pronounced of 
which is the very much delayed, slower recovery of 
the wounds with a consequent injurious effect 
upon later functioning. 

The advantages offered by this method are not 
great enough to balance the disadvantages. See- 
fisch does not therefore believe that it has a future, 
but would accord to it the character of a help in 
an emergency. It is not necessary to change our 
views concerning the suitability of drainage and the 
discharge of complicated wounds. The sovereign 
method of the treatment of wounds upon the battle 
field is, and remains, according to Seefisch’s convic- 
tion, the professionally and carefully applied 
occlusion bandage watched by experienced assist- 
ants. Fixation, as taught by von Bergmann, re- 
mains the strongest weapon in the fight against 
wound infection. W. A. BRENNAN. 


Sencert, L., and Grand, J. le: Primary Extraction 
of War Projectiles (De l’extraction primitive 
des projectiles de guerre). Lyon chir., 1916, xiii, 
537- 

The authors state that today there is a consensus 
of opinion as to the necessity of immediate opera- 
tion on all war injuries except in the case of per- 
forating bullets having left only two small orifices. 
Especially is there agreement as to the necessity, 
or at least as to the very great utility, not only of 
opening up the wound, but extracting the projectile. 
Such complete operation should always be done 
if the surgical means are at hand and there is no 
contra-indication. The practice adopted in the 
authors’ ambulance service for many months past 
is immediate operation for every penetrating wound 
with an included projectile, where there are no con- 
tra-indications. 

Of all methods of localizing and extracting pro- 
jectiles the authors prefer surgical extraction under 
the guidance of the radioscopic screen and they 
think it superior to radiographic or other methods. 
They think that the advantages claimed for radiog- 
raphy, i.e., that it does not expose the surgeon to 
the harmful influence of X-rays and that it does not 
necessitate a specially darkened operating chamber, 
have no real weight, as both can be obviated, and 
are more than outweighed by the advantage of 
the surgeon having the picture of the projectile 
immediately under his gaze in removing the pro- 
jectile. From their experience of both radiography 
and radioscopy the authors have reached the con- 
viction that the latter is simpler, easier, and more 
surely and rapidly efficacious. 

They have attempted 257 extractions of projec- 
tiles by this method and all have been successful. 
These included 52 extractions from the upper 


limb; 168 from the lower limb; 23 from the thorax; 
and 14 from the head. 

The conclusion which the authors finally arrive 
at is, that excluding very small projectiles deeply 
embedded in the muscles or bones and not giving 
trouble, encephalic projectiles not accessible by 
the wound, and for the time being intrapulmonary 
projectiles, all other projectiles ought primarily 
to be removed immediately on arrival at the ambu- 
lance if there is a good radiologic and surgical ser- 
vice. The preference is given to the extraction under 
the intermittent control of the radioscopic screen. 

W. A. BRENNAN. 


Hesse, W.: Fibrolysin in the Surgery of War, and 
Its Dangers; Remarks on Fibrolysin Anaphy- 
laxis (Fibrolysin in der Kriegschirurgie und scine 
Gefahren nebst einem Anhang ueber die Fibrolysin 
anaphylaxie). Arch. f. klin. Chir., 1916, cviii, 72. 


Hesse reports on the use of fibrolysin in war sur- 
gery. This substance, which is formed by the 
chemical union of thiosinamin and sodium salicyl- 
ate, was first prepared by Mendel in 1904. It has 
been extensively used in Germany in cicatrized 
healed gunshot wounds when the scar tissue inter- 
fered with function, as it effects a softening of the 
scar. According to Hesse, its use is indicated 
in (1) motor disturbances in various joints, when 
such are the consequence of a shrinkage of the soft 
tissues, or due to a coalescence of the soft tissues 
with bone, or a cicatricial coalescence of sinew and 
muscle groups with inhibition of their individual 
motility; (2) in scars which are sensitive to pressure; 
(3) in disturbance of blood circulation due to cica- 
trization; (4) and in certain pleural growths. 

Within the range of these indications favorable 
results were noted in only about 30 to 50 per cent 
of the cases. Fibrolysin is contra-indicated as long 
as there is the possibility of latent virulent pus pro- 
duction in the scar, as under such circumstance there 
is likely to be a renewed inflammatory process with- 
in the scar. In three cases of this description 
two deaths resulted. It is, however, by no means 
easy to detect the presence of latent pus in the scar 
and it may be easily overlooked, owing to the ab- 
sence of clinical symptoms. The age of the scar 
does not exclude the possibility of a virulent pus 
producer within it. In cases observed by Hesse 
in which injections of fibrolysin were made directly 
into the scar, the presumption was justified that it 
was the cause of a tempestuous infection and fatal 
issue. It is therefore a safe rule never to inject 
fibrolysin into the scar itself. Sometimes disturb- 
ances of the general condition of a toxic nature are 
observed which are a sequence of increased scar- 
tissue development. As a consequence there is 
flooding of the blood with albumin as a by-product, 
which is explainable by anaphylaxis. Such ana- 
phylactic symptoms are not an indication against 
continuation of fibrolysin treatment; they are 
rather prognostic of a favorable result of the thera- 
peutic success of fibrolysin as they are the expression 
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of a lively development of scar tissue. The ab- 
sence of anaphylactic symptoms is the expression of 
deficient development of scar tissue. 

W. A. BRENNAN. 


Courtois-Suffit, M., Giroux, R., 
Widal: Prevention of Tetanus. 
et Cie., 1916. 


and Fernan- 
Paris: Masson 


The prevention of tetanus continues to receive 
the attention of writers on military surgery and it is 
safe to state that the control of this deadly com- 
plication of war wounds by prophylactic injections 
of antitoxin will be regarded as one of the great 
triumphs of preventive medicine in the present 
world war. 

This little book deals with the forms of tetanus 
as observed and treated in the earlier part of the 
war. It deals also with the abnormal forms of the 
disease as noted and much better understood at the 
present time; forms that are far more frequent than 
most surgeons suspect. The atypical varieties of 
tetanus referred to are those with manifestations 
of the disease confined to the head, and others in 
which the affection is confined to the limbs. 

The cephalic forms are those (1) with involve- 
ment of eye muscles, and (2) those in which the 
hypoglossal or other cranial nerves may be involved. 
In the localized forms affecting the limbs the affec- 
tion may be monoplegic or proplegic; there are 
other forms in which muscles of the trunk alone 
are involved. 

In the preface Professor Widal calls attention to 
the emphasis which the authors place on what they 
style tetanus of incomplete immunization. They 
refer to the atypical and partial forms of tetanus as 
a result of insufficient vaccination with antitetanic 
serum in the same way that we refer to cases of 
attenuated typhoid fever from insufficient dosage 
with serotherapy. The atypical forms mentioned 
point to the necessity for further dosage in the 
clinical history of these tetanus cases. The authors 
are insistent on timely and sufficient prophylactic 
injections in war wounds as the only trustworthy 
method of preventing tetanus. 

Sir William Osler reports that he has seen 9 cases 
of so-called local tetanus since his attention has 
been called to the subject. According to him the 
cases fall into three groups: (1) local spasm of a 
limb preceding by several days the onset of severe 
tetanus; (2) true localized tetanus confined to one 
limb, or to a group of muscles, or to both legs 
(recovery is the rule in such cases) ; (3) pseudotetanus. 

Osler warns us that every muscle spasm following 
a wound is not tetanus. At one of the consultations 
the practitioner mentioned a case of supposed 
tetanus. The notes stated that the spasms in oneleg 
began immediately after a scratch received from a 
wire, and the description given by the nurse sug- 
gested a form of functional spasm. Another 
patient had clonic spasm in one leg, varying with 
posture and much magnified when watched. The 
case was finally put down as a neurosis. Sir William 
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states further that possibly these are cases of the 
reflex spasm, associated with wounds, such as are 
described by Babinski. 

Last August a memorandum on tetanus was 
issued by the war office committee on the study of 
tetanus, which formed a guide to all surgeons in the 
Biitish army for the prophylactic treatment of 
tetanus. A revised circular has recently been issued 
on the same subject by a special tetanus com- 
mittee. The prophylactic injection of antitoxin is 
now the rule in all war wounds, and although there 
are cases still occurring, the disease is now seen in 
smaller numbers. 

According to the circular there is strong experi- 
mental evidence that the immunity conferred by a 
primary injection of antitoxin is lost in about ten 
days. For that reason it is considered advisable to 
give a second subcutaneous injection in all septic 
wounds at the end of seven days; and further in 
wounds following a chronic course, caused by shell 
fragments or bombs, a third and fourth injection 
should be given at intervals of seven days. 

The danger of anaphylactic shock is said to be 
negligible when prophylactic doses of 500 U. S. A. 
units contained in 3 ccm. of horse serum are admin- 
istered subcutaneously, whatever the interval after 
the preceding injection. 

Dosage in prophylactic or preventive treatment of 
tetanus. The memorandum recommends that the 
primary dose be given at the dressing station, and 
the subsequent doses at home hospitals. The 
ordinary vial contains 1,500 units of tetanus anti- 
toxin, of which one-third should be administered 
subcutaneously to each wounded man. The serum 
is aseptic and, moreover, it contains an antiseptic. 
It is not necessary to sterilize the syringe after each 


‘ injection, but a freshly sterilized needle should be 


used for each case. 

Precautions to be taken before operating on wounds. 
When about to operate at the site of a wound, 
although the latter be healed, unless the previous 
dose has been administered at a shorter interval 
than seven days, a prophylactic injection should 
invariably be given before operation. The precau- 
tionary injection should consist of a single sub- 
cutaneous injection of the ordinary prophylactic 
dose of 500 units administered two days before 
operation and preferably intramuscularly. It 
takes 48 hours for the antitoxin to be absorbed when 
administered subcutaneously, and twelve hours, 
intramuscularly. 

Precautionary injection before operation is neces- 
sary to ward off the possibility of lighting up dor- 
mant tetanus bacilli that may lie buried in living 
tissues that are indifferent to their growth. It 
should be remembered that the anaerobes, like 
tetanus bacilli which are saprophytic in habit, may 
live without propagating in clean wounds for two 
and three months without exhibiting the clinical 
manifestations of the diseases which they cause, 
when located in devitalized tissues. Hence the 


reason for precautionary prophylactic dosage to 
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be employed when about to operate at the site of 
a wound. 

The memorandum next deals with the antiseptics 
used in the preventive treatment. It is well known 
that anaerobes grow with much difficulty in the 
presence of oxidizing agents like hydrogen peroxide, 
potassium permanganate, chlorine, and solution of 
iodine, and for that reason clinicians have sought 
to treat the infection locally by irrigation and by 
injecting into the tissues, weak solutions of these 
agents. The results have not been satisfactory. 

Diagnosis. The classical symptoms of tetanus 
such as trismus, risus sardonicus, opistothonos, etc., 
in those who have been treated by prophylactic 
injections of antitoxin, are very seldom seen. The 
clinical evidences of tetanus are confined to local 
spastic rigidity of the wounded part or limb which 
may persist for weeks. 

The importance of early diagnosis is emphasized 
since all clinical and experimental evidence goes to 
show that successful treatment diminishes rapidly 
with the length of time after the first symptoms have 
been observed. Among the earliest symptoms of 
tetanus are spasticity and increased reflex excitabil- 
ity of the muscles near the wound. In these cases 
the toxin reaches the spinal cord primarily by the 
nerves which are connected with the seat of injury 
and therefore the motor nerve-cells which govern 
the muscles about the wound will be the first to be 
affected. Spasticity and rigidity may precede the 
other symptoms of tetanus by many hours. For 
this reason, the assistants and dressers are enjoined 
to report to the surgeon in charge, the first occur- 
rence of rigidity, twitching, or local increased reflexes 
which may be provoked in response to gentle tap- 
ping or pressure. Other early symptoms of diag- 
nostic value may be an anxious look, pain in the 
back or neck, sore throat, general restlessness, 
unreasonable outbursts of temper, insomnia, violent 
headache, excessive yawning, complaints of spasm 
in the limb injured, stiff neck, difficulty in swallow- 
ing without recognizable cause, stitch in the side, 
profuse local or general sweats, and difficulty in 
micturition. 

Therapeutic or curative treatment of tetanus. 
Success in therapeutic and curative treatment after 
the onset of symptoms depends on properly admin- 
istered intralocal injections of antitoxin given as 
soon as possible after the first symptom has been 
noted. An hour’s delay may mean the difference 
between success and failure. Rigidity and hardness 
of the muscles around a wound may be present for 
days or weeks before the occurrence of trismus. 
When the rigidity appears it will not do to employ 
the slow method of absorption of the antitoxin by 
the subcutaneous or intramuscular method. An 
intrathecal injection should be made as follows: 

“The patient should preferably be under a general 
anesthesia. The skin over the area of the fourth 
and fifth lumbar spines should be painted with iodine 
or cleansed with soap and water followed by an 
antiseptic. A spinal needle and a 20-ccm. syringe 


should be boiled in normal saline, and the surgeon 
must observe throughout the most rigorous aseptic 
precautions. 

“The patient is bent head to knees, so as to 
present as fully a curved back to the operator as 
possible, and the position of the fourth lumbar spine 
ascertained by drawing an imaginary line between 
the crests of the ilia. 

“The tip of the finger is placed on the supra- 
spinous ligament connecting the summits of the 
spinous processes of the fourth and fifth lumbar 
vertebra. The needle is inserted about three- 
eighths of an inch to one side of the middle line and 
directed forward and slightly upward and inward. 
If the needle strikes the bone it should be withdrawn 
and a fresh attempt made. The canal is reached at 
a depth, on an average, of about 2.5 inches. The 
trocar is withdrawn and about 20 ccm. of cerebro- 
spinal fluid allowed to flow out into a measured 
vessel. The syringe is then fitted to the needle and 
the serum injected. It is important that the serum 
be heated to the temperature of the body and the 
injection made very slowly. 

“The canal can also be reached by pushing the 
needle through the supraspinous ligament in the 
middle line halfway between the two spinous 
processes. If several injections are to be made it 
is well to choose fresh sites. Blocking of the flow 
of the cerebrospinal fluid by a blood-clot may be 
overcome by reinserting and withdrawing the 
trocar. 

The bed should be tilted at the foot and the pillow 
removed for an hour or two after the injections. 
The foregoing direct attack on the toxin in the 
neighborhood of the central nervous system should 
be supplemented by intramuscular injections in 
order to neutralize any toxin in the blood and to 
prevent any more of it being taken up by the nerve- 
endings in muscles. Subcutaneous injections may 
be practiced later to keep up the antitoxic quality 
of the blood. 

Intravenous injections are not recommended 
because of the danger of anaphylactic trouble which 
is prone to occur after this mode of administration. 

Dosage in the therapeutic or curative treatment of 
tetanus. The value of the curative treatment by 
antitoxin lies in the administration of large doses. 
The intrathecal injection should correspond in 
bulk to the amount of cerebrospinal fluid withdrawn, 
which as a rule should not exceed 20 ccm., and in 
cases where little or no fluid is drawn off, the 
amount of serum injected should never be more 
than 20 ccm., and this should be injected very, very, 
slowly. 

If the serum is of the strength of 150 units in 
1 ccm. the patient will then receive a dose of some 
3,000 in 20 ccm. When the serum is of higher 
potency—say 800 units to the ccm.—the patient 
will receive 16,000 units. The high potency serum 
is always preferable for intrathecal injections. 
At the same time that the intrathecal injection is 
given from 5,000 to 10,000 units should be injected 
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intramuscularly, and 3,000 to 5,000 mg. also be 
given subcutaneously. 

The intrathecal injections may be repeated daily 
for three to five days, and the intramuscular and 
subcutaneous may be continued daily or oftener 
according to the severity of the symptoms. 

The following table is given as an example of the 
serum treatment which has been employed in early 
and well-marked cases: 


Day Subcutaneous Intramuscular Intrathecal 
i 8,000 16,000 
8,000 16,000 
4,000 8,000 
4,000 8,000 
2,000 


In addition to the specific treatment above 
noted, the memorandum includes symptomatic 
treatment which consists of the administration of 
sedative drugs. ‘The most suitable is morphine, 


one-quarter grain every four hours, and next potas- 
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sium bromide, chloral, chloratone, and paraldehyde 
given by the mouth or rectum. Carbolic acid, and 
magnesium sulphate have only transitory good effects 
in curtailing spasms, they have no curative effect. 

Surgical treatment of the wound. To amputate a 
limb or excise the wound in a case of tetanus is not 
looked upon with favor. They are of no avail, 
and clinical as well as experimental evidence points 
to possible dangers from over-interference. 

The memorandum recommends that experts in 
tetanus be detailed to assist in the treatment of all 
cases. These officers should be near at hand, and 
promptly notified as soon as a case is suspected. 
They are to supervise the recording of cases and 
report upon any abnormality of behavior of the 
antitetanic serum used. ‘The special committee 
referred to in the beginning of the memorandum 
solicits the co-operation of all medical officers in a 
collective investigation, and we have great con- 
fidence that their labors will continue to bring forth 
clinical evidence of value. Louis A. LAGARDE. 


if 
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UTERUS 


Jacobson, J. H.: Recent Progress in the Treatment 
of Uterine Cancer. J. Am. M. Ass., 1916, Ixvii, 
1219. 


In early or operable cases of uterine cancer, the 
best results are obtained from the radical abdominal 
operation. 

Owing to the difference in malignancy of uterine 
cancer, the type of cancer present should be de- 
termined whenever possible. Cancer of the vaginal 
portion and of the body of the uterus should be 
treated preferably by operation. 

What shall be done with the borderline cases is 
to be determined by the operator’s judgment and 
his experience with the radical abdominal opera- 
tion. 

Until radium, roentgen ray, or Percy’s operation 
have proved their superiority to established methods 
of surgical treatment, their use should be restricted 
to the inoperable cases. 

A combined form of treatment, that is, operation 
with radiotherapy, is a method of demonstrated 
value. Systematic irradiation with roentgen ray 
or radium should follow every palliative or radical 
operation for uterine cancer. 

Epwarp L. CorNELL. 


Berkeley, C., and Bonney, V.: The Radical Abdom- 
inal Operation for Carcinoma of the Cervix 
Uteri. Brit. M.J., 1916, ii, 445. 


This report is based on one hundred cases with 
results from the viewpoint of absolute cure or five 
years’ freedom from recurrence. 

The operation consisted in the removal of the 
uterus with the cervix contained in a bag formed 
of the upper half or two-thirds of the vagina, closed 
by a clamp specially designed, also removal of 
ovaries, fallopian tubes, broad ligaments, parametric 
and paravaginal tissue down to the upper surface 
of the levator ani, and the glands and cellular 
tissue occupying the obturator fosse and investing 
the external and internal iliac arteries and veins. 
The ureters were entirely isolated throughout the 
anterior two-thirds of their pelvic course, and some- 
times part of one ureter was resected and the upper 
end implanted in the bladder. Sometimes a portion 
of the bladder was excised when not separable 
from the cervix, and where carcinomatous glands 
about the external iliac artery and vein existed, 
dissection was even extended to the bifurcation 
of the aorta. 

The one hundred cases consisting of those up to 
the borderline of operability had the following 
results: 


Died of the operation.................. 20 
Died of recurrent growth............... 32 
Died of other diseases........ 2 
Cured at the end of five years........... 39 
100 

C. J. 


Deaver, J. B.: Operative Treatment of Fibro- 
myomatous Uterine Tumors. J. Am. M. Ass., 
1916, lxvii, 1216. 

General interest in the question of the treatment 
of myoma of the uterus has been rekindled by the 
enthusiastic claims of advocates of the roentgen ray 
and radium treatments. Surgery has fought and 
won the battle against the old ideas of the harm- 
lessness of the majority of these uterine growths, 
showing that in many cases they take on activity 
after a period of quiescence, that they undergo 
malignant degeneration, that they may produce 
harmful pelvic and abdominal lesions, that they 
predispose to carcinoma of the uterus, that they 
produce a variety of harmful pressure effects and, 
in short, that any given series of women who are 
the subjects of these growths will in time show a 
large percentage who suffer from one or more of a 
great variety of complications that are more or less 
disabling or dangerous to life. 

Now we are confronted by radium treatment, for 
which more extended claims are made, and we are 
asked to believe that it will not only control the 
symptoms, but also cause a disappearance of the 
growth in many instances. It is obvious that a 
considerable time must elapse before the radium 
treatment can be stamped with the final verdict of 
history. A patient treated with radium, even 
though symptomatically improved, still has her 
fibroid, for the claim that such tumors disappear 
under the influence of the radiations cannot be 
taken seriously. 

In the author’s opinion, we are now justified in 
asserting that both the roentgen ray and radium 
have failed to demonstrate specific power over fibroid 
growths and, therefore, must be placed in the 
category of symptomatic forms of treatment which 
accomplish good results in occasional cases, like the 
use of corrosive plaster in epithelioma, but, when 
used as a measure of general applicability, will do 
great harm in causing delay of the radical treatment 
and exciting false hopes of non-operative cure that 
may deprive many of proper treatment. In all 
cases the treatment is expensive and often tedious. 
It does not safeguard against future trouble. There 
is no reason to believe that it can abolish the well- 
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attested toxic effect of certain myomata on the 
heart and possibly other organs. 

The operation for fibroid tumor of the uterus has 
been one of the most satisfactory in all surgery. 
If performed on operable patients at a timely season 
the mortality is exceedingly low, the results being 
almost uniformly good. When cure is indicated, 
symptomatic treatment has no place. 

In the last 750 operations there were 68 supra- 
vaginal amputations of the uterus without removal 
of the tubes and ovaries, 325 supravaginal amputa- 
tions of the uterus with removal of both tubes and 
ovaries, and 145 supravaginal amputations with 
partial removal of the tubes and ovaries. ‘There 
were 99 complete abdominal hysterectomies, 20 
vaginal hysterectomies, and 93 abdominal myo- 
mectomies. ‘The mortality was 1.73 per cent. 

Epwarp L. CoRNELL. 


Tracy, S. E.: A Report of One Hundred Consecutive 
Cases of Fibromyomata Uteri Subjected to 
Operation. J. Am. M. Ass., 1916, Ixvii, 1213. 


The author’s paper is based on his first too con- 
secutive cases of fibromyomata uteri subjected to 
operation. 

Malignancy in the pelvic organs and degenerative 
changes in the tumor were found as per the following 


‘ table. These took place in 31 patients, which is 
double the percentage usually reported. 
Calcareous infiltration................... 2 
Carcinoma corporis uteri................ 7 
Carcinoma cervicis uteri................. 2 
Carcinoma of ovary with extension to uterus 
I 
Hyaline degeneration.................... II 
Myxomatous degeneration............... I 


Of the 100 patients, 63 were married, 11 widowed 
and 26 single. Of the 74 who were or had been 
married, 54, or 72 per cent, had borne children. 

The surgical procedures carried out in these cases 
consisted of supravaginal hysterectomies 64; pan- 
abdominal hysterectomies 20; vaginal hysterectomy 
1; abdominal myomectomies 9; vaginal myomec- 
tomies 6. In every case of known malignancy, 
suspected malignancy. and extensive laceration of 
the cervix, a panhysterectomy was done unless there 
was some contra-indication. Besides the operative 
procedures enumerated, several of the patients had 
plastic work done at the time the tumors were re- 
moved. One case had a plastic operation, a shorten- 
ing of the round ligament, and an appendicectomy 
in addition to the myomectomy. 

The primary mortality was 2 per cent. One 
case, that of a pale, weak patient, did well the first 
four days, when her special nurse gave her a bath 
on a winter’s day with the windows wide open; she 
promptly developed a double pneumonia and died 
on the eighth day. Another patient developed renal 
insufficiency and died 52 days after operation. She 


had recovered from the operation, but remained at 
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the hospital for medical treatment; as she died in 
the institution, the fatality is included in the series. 

In reviewing the results of the cases subjected 
to hysterectomy, one of the most important factors 
from the standpoint of the patient is the amount 
of suffering from the artificial menopause. The 
patients were questioned closely as to these symptoms 
and every effort made to classify them accurately. 
The degree of the menopausal symptoms has been 
divided into five classes, as follows: no symptoms, 
very mild, mild, moderately severe, and marked. 

Of the patients subjected to hysterectomy, in 72 
the menstrual function was still active. Of these, 
in 12 one or both ovaries were allowed to remain; 
in 6 both ovaries; in 4 the right; in 2 the left; 5 
are dead; 7 cannot be traced, which leaves 48 
traced patients who had both ovaries removed. 
Of these 48 cases, 9, or 18.7 per cent, had no meno- 
pausal symptoms; in 8, or 16.8 per cent, the symp- 
toms were very mild; in 20, or 41.6 per cent, the 
symptoms were mild; in 7, or 14.5 per cent, the 
symptoms were moderately severe; and in 4, or 8.3 
per cent, the symptoms were marked. In 77 per 
cent of the cases the disturbance as a result of the 
artificial menopause varied from no symptoms to 
mild discomfort. 

Of the 12 patients in whom one or both ovaries 
were allowed to remain, 10 have been traced. In 
5, or 50 per cent, there were no menopausal symp- 
toms; in 2, or 20 per cent, the symptoms were very 
mild; in 1, or 10 per cent, the symptoms were mod- 
erately severe; while in 2, or 20 per cent, the symp- 
toms were marked. ‘These two patients were pro- 
nounced neurasthenics before the operation, and 
after operation they complained greatly of the 
menopausal symptoms. Their physical condition 


.is good and they have been cured of all symptoms 


caused by the tumors. They would, no doubt, 
have complained to the same extent had they gone 
through the natural menopause. 

Of the 78 patients alive and traced, the results 
have been as follows: One patient, while cured of - 
the pelvic lesions, had an infection of the incision 
with a resulting hernia. One patient, after a 
plastic operation, a myomectomy, an appendicec- 
tomy, and a shortening of the round ligaments, con- 
tinued to have metrorrhagia, which was controlled 
by roentgen-ray treatment, and is not considered a 
surgical cure. The combination of treatments was 
ideal. There was no excuse for a hysterectomy, 
which would have controlled the bleeding, as the 
tumors were small and the patient comparatively 
young. On the other hand, the roentgen rays would 
not have cured the lacerations, the displacement, or 
the chronic appendicitis. One patient is well except 
for so-called chronic rheumatism. One patient, a 
marked neurasthenic, has a cystitis and claims she 
is no better than when bedridden with a pelvis and 
lower abdomen filled with a fibromyoma and a 
bilateral femoral phlebitis from pressure. The re- 
maining 74 are well and enjoying good health. 
To these should be added, as cured of the pelvic 
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trouble, the one who had rheumatism, making a 
total of 75, or 96 per cent cured. From the 75, 
3, who are now in good health, should be held under 
advisement, as they had a malignancy of the 
uterus associated with the fibromyomata. 

Epwarp L. CoRNELL. 


Boldt, H. J.: Chloride of Zinc in Uterine Haem- 
orrhage, Particularly When Caused by Uterine 
Myomata and Metro-endometritis. 7r. South. 
— & Gynec. Ass., White Sulphur Springs, 1916, 

Jec. 

The author does not approve of the removal of 
the uterus for bleeding if it be not the seat of a 
neoplasm. He acquired an extensive experience 
with the treatment which he advocates, in treating 
patients who declined surgical intervention. 

In the beginning of his work, he experimented with 
varying strengths of carbolic acid solutions applied 
intra-uterine, used by means of an intra-uterine appli- 
cator syringe. It differs somewhat from the Braun 
uterine syringe, by having a very thin, even, silver 
tip, four to five inches in length, with only a ter- 
minal opening. The tip, before being wrapped with 
a strip of gauze, is smeared with ordinary vaseline, 
to allow of the easier slipping off of the gauze, which 
is to be left in the uterine cavity, thus making an 
intra-uterine medicated tampon. 

If the bleeding is not too profuse a 10 to 20 per 
cent solution of carbolic acid in glycerine is used; if 
that is ineffectual pure carbolic acid is made use of. 
The barrel of the syringe is filled with the desired 
medicament, the tip smeared with vaseline ard a 
strip of gauze, one to two inches wide and 12 to 24 
inches long or longer, according to the size of the 
uterine cavity, wrapped around the tip; when 
inserted into the uterus a few drops of the solution 
are injected into the gauze, the tip partly withdrawn 
and more gauze packed into the uterus. The 
process is continued until the cavity is filled with 
medicated gauze. The remainder of the gauze is 
then tightly packed into the cervical canal with an 
ordinary smooth uterine applicator. A string is 
attached to the terminal end ot the gauze to permit 
of the intra-uterine tampon being removed by the 
patient. A large tampon of absorbent cotton is 
placed in the vagina. If carbolic acid has been used, 
the tampon may be removed after a few hours. 
But if chloride of zinc has been used. it should 
remain in contact with the interior of the uterus 
about three days. Chlcride of zinc is used in all 
cases of severe bleeding, whether due to metro- 
endometritis or simple endometritis, but partic- 

ularly when caused by interstitial myomata of 

smal] size. For large tumors it is more desirable to 
extirpate them. Boldt uses a 50 per cent solution of 
chloride of zinc more frequently than weaker solu- 
tions. Care must be taken to prevent the medica- 
ment coming in contact with the cervical mucosa 
lest a stricture result. 

In several instances of very profuse bleeding from 
interstitial myomata, some measuring about six 


inches in diameter, in women past 40 years of age, 
he has seen complete amenorrhcea established after 
using twelve, or even a less number of chloride of 
zinc applications. While the tumors did not de- 
crease in size. the health of the patients improved 
as the result of amenorrhoea. 

There must be no oozing of blood from the en- 
dometrium; when the intra-uterine applications 
are made—the uterine cavity must be dry. If it 
is not, it may be dried with an intra-uterine tampon 
of styptic gauze. 

Carbolic acid applications should be made at 
intervals of three or four days during the interval 
of menstruation. When so per cent of chloride of 
zinc is used one application during the interval of 
menstruation usually is sufficient. 


Robins, C. R.: The Pathologic Uterus at the 
Menopause. 7r. South. Surg. & Gynec. Ass., 
White Sulphur Springs, 1916, Dec. 

In a series of cases requiring hysterectomy, 58 oc- 
curred in womer. forty years old and over, and in all 
of these the complete removal of uterus and adnexa 
was performed. In 28 of these cases the operation 
was performed for fibroids and other conditions 
where the possibility of conserving the organs was 
manifest and beyond dispute. In the remaining 30, 
cancer was either a positive or possible diagnosis. 
In 4 of these, positive cancer of the cervix was 
present and the Wertheim operation preceded by 
cauterization was done. In 26 cases a diagnosis 
of chronic metritis, including induration of the 
cervix, was made and a possibility of cancer con- 
sidered. In practically all of these cases bleeding 
was a prominent symptom. In 2 cases cancer of 
the fundus was found after the uterus had been 
removed and opened up. After considering the 
difficulties and danger of making an exact diagnosis 
of cancer in its incipiency, the following conclu- 
sions are reached: 

1. In cases favorable for cure from operation, 
it is not always possible to make an exact diagnosis. 

2. In an effort to make the diagnosis exact, one 
is liable to lose the advantage of an early operation 
by an attempt to secure tissue for examination, 
in this way disseminating cells and stimulating 
vicious growth. 

3. A pathologic uterus is potentially a malignant 
one and even if cancer is not already present it may 
develop later. 

Robins therefore believes that the line of safety 
requires that in those cases occurring in women 
about the menopause or where the symptoms and 
physical findings would suggest the possibility of 
malignancy, that the procedure should be total 
extirpation of the pelvic organs and a pathologic 
investigation made after the organs have been 
removed. In 26 such cases cancer was found in 2, 
or slightly less than 8 per cent. 

In addition to the consideration of cancer, there 
are other excellent reasons why the uterus should 
be removed: The symptomatology is pronounced 
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enough to require treatment; it has usually existed 
for a long time and become fixed so that conser- 
vative measures are liable to be disappointing in 
results; the organs have fulfilled their usefulness 
and removal is only anticipating nature by a short 
period; conservative operations are often multiple 
and time consuming and succeed only in saving 
something that the patient is better off without; 
and in bleeding uteri conservative measures, as 
curettement, often do not relieve. The burden of 
proof is then to show why such a uterus should be 
saved. His experience has been that mortality is 
probably less in hysterectomy than in multiple 
operations and the patients have been uniformly 
benefited. He concludes finally: 

Total abdominal hysterectomy is the operation 
of election in the pathologic uterus at the menopause. 

In an appreciable number of such cases, cancer 
will have been found to have already developed. 

The adoption of radical methods in dealing with 
such cases offers the surest protection to women from 
cancer. 


Piccardo, T. J.: 
desviaciones 
1916, ili, 113. 


Uterine Retrodeviation (Retro- 
uterinas). Prensa méd., Argent., 


The author draws attention to a modification 
made by Caballero in the uterine ligamentopexy of 
Doleris. This procedure of parietal fixation, 
according to some operators, causes the creation in 
the abdominal cavity of a narrow foramen between 
the uterus, the ligaments, and the walls, in which an 
intestinal loop might become strangulated. Cab- 
allero’s modification is made with the object of 
obivating this disadvantage while preserving the 
advantages of the ligamentous fixation. The 


modification consists in making the ligamental ° 


fixation outside the rectus and more around the 
internal orifice of the inguinal canal, thus giving 
plenty of room and avoiding the possibility of an 
internal hernia. 

The author does not believe that there is any 
ground for the criticism offered against parietal 
fixation; i.e., that there is danger of injuring the 
epigastric artery which runs parallel to the external 
edge of the rectus muscle. He moreover thinks that 
the Caballero modification fills the two essential 
conditions of intraparietal neo-insertion; it gives a 
sufficiently ample pre-uterine space and a very slight 
amount of abdominal uterine luxation. 

W. A. BRENNAN. 


Norris, C. C.: Syphilis of the Body of the Uterus. 
Surg., Gynec. & Obst., 1916, xxiii, 268. 


A common form of syphilitic endometritis mani- 
fests itself by changes in the glands and stroma, the 
latter being chiefly involved. It is characterized 
by changes in the blood-vessel walls and condensa- 
tion of the stroma. Exactly how frequently this 
condition exists is not known. Ulceration of the 


endometrium is not infrequent and resulting scars 
may also be observed. This is particularly likely 
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to result during the tertiary stage. Gummata are 
also reported. 

Lesions of the myometrium may be divided into 
(1) a more or less diffuse metritis which is usually 
accompanied by an inflammation of the endo- 
metrium, and (2) gummata. In the former con- 
dition the uterus retains its normal shape, it may or 
may not be enlarged and is usually harder and 
firmer than normal. 

The symptoms vary with the character of the 
lesion. With the present unsatisfactory status of 
the pathologic changes produced, the symptoma- 
tology is necessarily uncertain. Undoubtedly 
hemorrhage is the symptom which has attracted 
the most attention. 

The physical signs obtained upon bimanual ex- 
amination are those usually regarded as character- 
istic of chronic metritis; namely, a slight but uni- 
formly enlarged uterus, firm in consistence and ten- 
der upon palpation. The specimens removed from 
these cases show well marked fibrosis and peri- and 
endarteritis. 

As in all inflammation involving the endometrium 
and myometrium, leucorrhcea is a not infrequent 
symptom. Various types of leucorrhoea have been 
described. Pain, dyspareunia, and other symp- 
_ common to non-syphilitic metritis have been 
noted. 

The author reports a case occurring in a woman 36 
years old, who bled so much and whose uterus was 
so friable that hysterectomy was necessary. The 
histologic changes in the uterus were typical of 
those produced by syphilis elsewhere in the body. 
The histologic picture was not that of a subinvolu- 
tion nor did it at all resemble those cases which are 
usually classified as fibrosis of the uterus. 

Epwarp L. CorneELL. 


Jackson, W. R.: Gravid Uterus Duplex. JW. I. 
M. J., 1916, civ, 788. 

The author reports two cases of gravid uterus 
duplex as follows: The first case, a female, white, 
married, aged 19 years, nullipara, complained of 
severe pains in the abdomen and pelvis. The pa- 
tient was well nourished, and weighed 120 pounds. 
Menstruation had been regular until four months 
previous, at which time it ceased. Examination by 
abdominal palpation revealed a large nodular mass 
in the hypogastric region. Vaginal touch revealed 
a boggy mass. After four weeks another examina- 
tion demonstrated that the swelling had not materi- 
ally increased. The patient was suffering intense 
pain and demanded surgical relief. Median 
laparotomy revealed two large tumors, about four 
inches in the transverse diameter and six inches in 
the long diameter. Upon palpation of these two 
masses, semifluctuation was present and both were 
of the same dark purple color. Both were removed. 
The tubes and ovaries were left. ‘The mass on the 
right side was full of old congealed blood. The left 
tumor contained a four months’ foetus. 

The second case was that of a female school- 
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teacher, colored, aged 28 years and single. Men- 
struation had begun at the age of 11 years and con- 
tinued regular. The patient who was not very well 
nourished, weight 118 pounds, applied for examina- 
tion and treatment because of severe pains in the 
lower abdomen and pelvis, which were always aug- 
mented during menstruation. 

Physical examination by abdominal palpation 
showed tenderness in each iliac fossa, more severe 
on the right side, where a mass the size of a small 
apple could be felt; no mass on the left side could 
be palpated. Vaginal digital palpation revealed 
masses on both sides which were fixed and tender 
on pressure. The cervix was normal and could be 
felt in the median line. Speculum examination 
demonstrated a normal cervix with some mucous 
discharge. 

At operation a two-horn uterus was found, each 
horn being normal in size and having attached to its 
upper angle a tube andan ovary. The ovaryon the 
right side was one large hemic cyst the size of an 
apple; that on the left side was normal. Both uteri 
were in retroversion and united at the cervix into 
one large neck with the bladder folded in between 
the cornua and behind the cervix. The appendix 
was glued behind to the cecum. 

The appendix was removed, the two uteri were 
suspended by their round ligaments (Gilliam), and 
the cyst was removed. Both uteri were preserved 
in order to follow the case in the future as to 
pregnancy. Epwarp L. CorNELL. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Forssner, H.: Descensus of the Ovary in the 
Human (Ueber den Descensus der Keimdruesen 
beim Menschen). Tr. XI North. Surg. Cong., 
Goeteborg, 1916, July. 


In carrying on investigations in regard to the 
embryology and pathology of the female generative 
organs the author came in contact with the develop- 
ment of the inguinal canal and thus found occasion 
to investigate the descensus of the ovary. The 
mechanics of descensus of the ovary should be 
explained by a comparative investigation of the 
inguinal canal of the male and female. 

In the male the ligamentum inguinale unites 
with the ligamentum testis and forms the guber- 
naculum of Hunter. This becomes stronger and 
longer until the seventh month. It dilates the 
canal and reaches even into the abdominal cavity 
and forms a pillar, on the end of which the testicle 
is attached. The tissue of the gubernaculum be- 
comes more frail and of less resistance. The dilated 
inguinal canal can therefore be considered a hernial 
opening. The intra-abdominal part of the guber- 
naculum which is covered with peritoneum can be 
considered an inverted hernial sack, on the apex of 
which the testicle is attached. Later this inverted 
hernial sack is everted and becomes a positive 
hernial sack into which the testicle descends. 
Descensus should be considered as a hernia. 


In the female the ligamentum inguinale does not 
unite with the ligamentum ovarii. The ovary 
therefore does not come into direct relation with the 
inguinal canal. The ligamentum inguinale becomes 
the ligamentum rotundum which undergoes an 
entirely different development from the guber- 
naculum. It becomes a firm cord which does not 
dilate the inguinal canal but seals it. In the female 
therefore no hernial opening develops and also no 
hernial sack; the descensus does not occur. 

In a case of bilateral retention of the testis the 
author’s investigation showed that the gubernaculi 
had a histologic structure simulating the relations 
of the female very closely. They were much par- 
rower and firmer than is usual in the male. No 
herrial openings were formed and descensus there- 
fore was impossible. The author believes that other 
forms of retention and ectopia are much easier 
explained by the hernial theory than by any other. 

L. A. JUHNKE. 


Chaput, H.: The Treatment of Salpingitis by 
Longitudinal Salpingotomy (Le traitement des 
salpingites par la salpingotomie longitudinale). 
Bull. et mém. Soc. de chir., Par., 1916, xlii, 2178. 

Chaput has for two years treated the majority of 
salpingites which he has operated upon by a 
conservative abdominal intervention which appears 
more satisfactory than the previous conservative 
operations. This operation consists in opening the 
superior border of the tube in all its length followed 
by pelvic peritoneal drainage. ‘The procedure com- 
prises tubal incision, ovarian incision, antefixation 
of the adnexe, and drainage. 

The abdomen is opened over the median line from 
the pubis to the umbilicus, the patient being in the 
Trendelenburg position. Epiploon adherent to the 
lower pelvis is stripped and thrown over the skin; 
the left hand seeks the adnexe which are freed and 
brought into the wound. Holding the adnexe in 
the left hand the tube is punctured about its mid- 
dle; the upper edge of the tube is ripped outward as 
far as its external orifices, and inward to the uterus; 
the uterine cornua is ripped for a couple of milli- 
meters. The pus is absorbed with sponges and the 
tubal mucous membrane wiped with dry gauze. 


_ No antiseptics are used. 


If the arterioles spurt, hemostasis is effected by a 
few knotted catgut sutures. If the ovary contains 
abscesses or small cysts, a crucial incision is made, 
the summits excised, and the cavities wiped with 
dry gauze. 

The adnexe have a natural tendency to fall back 
into Douglas’ pouch which favors the formation of 
adhesions and pelvic abscesses. To avoid this 
Chaput fixes the adnexe in the vesico-uterine cul- 
de-sac. He passes a catgut thread into the perito- 
neum of the anterior face of the uterine isthmus and 
into the external pedicle of the tube and ties it. 
The adnexe are then in anteflexion. 

Chaput does not use tubular drains for the ab- 
dominovaginal drainage. He prefers the solid rub- 
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ber or a filiform drain and he gives the special 
technique which he employs to effect this difficult 
drainage, which he terms transligamental abdomino- 
vaginal drainage. 

Longitudinal salpingotomy is, according to Cha- 
put, indicated for hydrosalpinx, for catarrhal sal- 
pingitis, for pyosalpinx with thin walls; it is con- 
tra-indicated for tuberculous salpingitis and pyo- 
salpinx with thick walls. Chaput has used it in 
cases of tubal pregnancy. 

It may be asked what becomes of the tube thus 
incised in all its length. ‘The experiments of Cornil 
and Carnot indicate this. They made long in- 
cisions in the bile passage, the common duct, 
ureters, etc. ‘They found that the open organ be- 
came covered with epiploon, then retracted and 
reconstituted the normal cavity. Chaput was able 
to observe the same thing in a reoperated case. In 
his opinion salpingotomy is superior to colpotomy 
which is blind and incomplete; it is also superior to 
salpingectomy because it preserves the ovarian 
functions and the possible chance of pregnancy. It 
certainly makes recurrence possible, but this is not 
so great in healthy women. The operation has been 
performed forty times without a single death. 

W. A. BRENNAN. 


EXTERNAL GENITALIA 


Millar, A. F. W.: Perchloride of Mercury Poisoning 
by Absorption from the Vagina. Brit. Af. J., 
1916, ii, 453. 

The patient inserted into the vagina a tablet 
containing hydrargyric perchloride gr. 8.75, and 
next morning complained of pain and swelling of 
the vulva. She showed all the systemic symptoms 
of mercury poisoning and died in collapse on the 
sixth day. Autopsy and microscopic examination 
showed marked involvement of the ileum, caecum, 
ascending colon, and kidneys. C. J. Sram. 


Blesh, A. L.: A Method for Closing Large Recto- 
vaginal Fistula. Tr. West. Surg. Ass., St. Paul, 
1916, Dec. 

This operation was devised to fill in a large defect 
in the rectovaginal septum caused by a slough 
incident to an attempted perineal repair. The 
opening was as large as a silver half dollar, and 
was bound firmly in all directions by scar formation. 

The technique of the operation was based on the 
principle of the Whitehead operation. The rectum 
is dissected free from its surroundings for a con- 
siderable distance above the fistulous opening, slid 
down, cut off and sutured to the anal margin, thus 
excluding the vagina. This exposed raw rectal 
surface is then covered with a sliding vaginal flap. 
The result is primary union with complete cure. 


Stein, A.: Primary Carcinoma of the Vulva. Am. 
J. Obst., N. Y., 1916, Ixxiv, 577. 


The author reports two cases of carcinoma of the 
vulva which he has operated upon in his practice. 
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The first recurred and subsequently died; the second 
was operated upon after the present paper was 
written. The recurrence in the first case led the 
author to a careful study of the literature on this 
subject and to a further consideration of the lym- 
phatic channels which must be considered in these 
cases. From his consideration of the 270 cases 
recorded in the literature and the manner of the 
lymphatic distribution he is impressed with the 
necessity of a radical interference in these cases, 
and this is emphasized by the seven illustrations 
which accompany his article. C. H. Davis. 


LaTorre, F.: Perineal Lacerations (Sulle lacerazione 
perineali). Clin. ostet., 1916, xviii, 221, 281, 301. 


LaTorre refers to three species of perineal lacera- 
tions: (1) more or less extensive lacerations be- 
ginning at the vulvar orifice; (2) interstitial tears 
not involving the external tissues, and therefore 
separations of the muscular masses of the perineum 
reaching to the raphe, the skin and vagina remain- 
ing intact; (3) solutions of continuity occurring in 
the center of the perineal region. The first category 
is the most frequent and occurs three times as often 
in primipare as in multipare. 

LaTorre, however, prefers what he considers a 
more rational classification and proposes that peri- 
neal lacerations be considered according as they 
involve (1) the mucosa; (2) the cutaneous layer; 
(3) the perineal body; (4) the muscular mass only; 
(5) the center of the perineal region. He discusses 
lesions under each of these aspects. 

Regarding prophylactic care for the avoidance of 
perineal lacerations LaTorre considers that the whole 
secret consists precisely in this; to prevent the head 
from being deflected before it is completely flexed 


to prevent brusque violent exit; to provide that the 


nape engages well under the symphysis pubis; see 
that the smallest diameters of the head are in agree- 
ment with the vulvar orifice; to give the tissues time 
to slowly distend; to artificially deflect the head in 
contraction intervals; and to push back the vulvar . 
margin at a time when the tissues are not injured 
and yield and when the patient makes no efforts to 
distend them. 

Regarding surgical treatment of lacerations, 
especially interstitial, the older procedure of divid- 
ing the rectovaginal septum had the disadvantage 
that the musculo-aponeurotic perineum was not 
reconstituted. To remedy this Doleris modified the 
procedure by causing the detached vaginal walls to 
slide downward. He calls this procedure colpo- 
perineal plastics by sliding. 

These two methods were in vogue until the end of 
1898 when LaTorre states he took up the matter 
and became convinced from his investigations on 
the cadaver that the proper method was to uncover 
the two musculo-aponeurotic masses which are 
found on both sides of the median line and draw 
them together by strong sutures. 

In operating, after the usual preliminaries, La- 
Torre introduces a Barnes inflator into the rectal 
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cavity; the points of union of the small and large 
labia are disassociated; a V-shaped incision is started 
with its apex in the center of the posterior vaginal 
walls, terminating at fixed points in the sides. 
From each of these points another downward in- 
cision is made. These two incisions converge and 
are united at their ends by another incision slightly 
arched which passes a few millimeters above the anus. 
There results an incised space somewhat the shape 
of a bishop’s mitre. The cutaneous and vaginal 
tissue is removed within this, leaving at the sides 
two masses which are the musculo-aponeurotic 
tissues. These are bared, the Barnes bag being re- 
moved, and with a gloved finger introduced per 
rectum to guide the needle, the two masses are 
sutured together deeply, the needle passing through 
the center of the rectal septum. Superficial suture 
of the vaginocutaneous wound is then done. 

The perineal base is then well reconstituted and 
the vaginal canal again resumes its normal shape. 

LaTorre reports more than one hundred operations 
done according to his method. This method of 
colpoperineorrhaphy for interstitial perineal lacera- 
tions was for the first time published by LaTorre 
in 1896. ‘The same process is mentioned in modern 
textbooks, but is not attributed to LaTorre. La- 
Torre affirms his claims and insists that the opera- 
tion first performed and described by him should be 
known as the LaTorre method.  W. A. BRENNAN. 


MISCELLANEOUS 


Williams, P. F., and Kolmer, J. A.: The Wasser- 
mann Reaction in Gynecology. Am. J. Obst., 
N. Y. 1916, Ixxiv, 638. 

The authors’ study is based upon the Wassermann 
reactions of 300 gynecological patients from the 
dispensary and hospital wards. They find that the 
percentage of positive reactions, 22.6, corresponds 
closely with the generally accepted incidence of 
syphilis in adults. The incidence of syphilis in 
gynecology on the basis of the Wassermann re- 
action is so definite that this disease cannot be ex- 
cluded by a negative history and absence of definite 
findings. 

Of particular interest is the relatively high per- 
centage of positive reactions observed in the follow- 
ing conditions: Stillbirths, 75 per cent; rectal 
diseases, 50 per cent; habitual abortion, 50 per cent; 
pelvic inflammatory disease, 36 per cent; sterility, 
33 per cent; abortion and miscarriage, 29 per cent; 
metrorrhagia, 20 per cent; myomata of the uterus, 
16 per cent; gonorrhceal vaginitis, 10 per cent; 
pregnancy, 17 per cent. 

In this series the authors found that 35.8 per cent 
of the negro women gave positive reactions as com- 
pared with 20.2 per cent of the white women. 

Because of the fact that no history of an infection 
or definite evidence of the disease was obtainable in 
most cases the authors believe that this high degree 
of latent syphilis in women should make a routine 
Wassermann test in gynecological and obstetrical 
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practice as advisable as any other laboratory pro- 
cedure; it is certainly as advisable here as in medical 
and surgical practice. It is of particular importance 
during the childbearing period. C. H. Davis. 


Smith, R. R.: Genital Reflexes and Their Réle in 
the Production of Symptoms Arising in the 
Pelvis: N. Y. St. J. Med., 1916, xvi, 420. 


The author divides the pelvic reflexes into (1) 
those belonging to the spinal and sympathetic 
system, the subcortical: reflexes, and (2) those 
belonging to the higher centers in the cerebrum, 
the psychic reflexes. 

The subcortical reflexes lie in the spine, the me- 
dulla oblongata, the cerebellum, the corpora 
quadrigemina, in certain ganglia of the thalamus 
and the entire sympathetic nervous system. They 
are sufficient to majntain all the functions of the 
generative organs. They are subdivided into (1) 
spinal and (2) sympathetic. 

In the spinal group motor mechanism ends in 
unstriped muscle only. These are the perineal, 
hypograstric, and abdominal reflexes. Their func- 
tion is protective and to assist in labor. The sympa- 
thetic subcortical reflexes control the unstriped 
muscularis of the pelvic organs and the secretion 
of the glands. 

The psychic reflexes include all of those activities 
in our conscious life in which sensory stimuli are 
received, acted upon and returned as motor stimuli 
to the body. But, unlike the subcortical reflexes, 
the psychic reflexes after their reception into the 
centers of exchange do not pass at once into motor 
stimuli. The degree to which the received stimuli 
are received and acted upon depends largely upon 
previous conceptions which combine with the 
received stimulus. These conceptions result from 
the sum total of our experience and are dependent 
upon our emotional makeup, our way of thinking, 
upon hereditary mental endowment and education. 

The author discusses the various psychic reflexes 
and their relation to the subcortical reflexes. The 
behavior of the psychic reflexes are dependent 
upon the previous conceptions which join with 
the sensory impulses in determining the result. It 
is the abnormal way of thinking of the individual 
that in the presence of normal, or very slightly 
abnormal, stimuli causes disturbance of function. 

Certain factors tend to increase the sensitiveness 
of the individual to emotional disturbances, among 
which are certain drugs, as caffeine, strychnine, 
and tobacco, the preducts of the ductless glands, 
fatigue, and pain. But most important is the 
manner of thinking of the psychoneurotic individ- 
ual and the emotional distress to which she is 
subject. These indirect causes of disturbed func- 
tion do not act alike in the same individual nor 
do they have the same effect upon any two individ- 
uals, but they are important though indirect ele- 
ments in disturbing pelvic function. The direct 
cause is the mental makeup of the individual. 

S. A. CHALFANT. 
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Watkins, T. J.: Pelvic Infections in Women; Com- 
ments on Some Special Pathology with Appli- 
cation to Treatment. J. Am. M. Ass., 1916, 
Ixvii, 1076. 


The modern treatment of pelvic infections is based 
on the knowledge that has been acquired in special 
and general infections and immunity. The rapid 
advances made in the study of infections and im- 
munity have resulted in radical changes in treat- 
ment, especially during the acute period of the 
disease. 

As no specific serums or vaccines have been found 
for pelvic infections, diphtheria and syphilis ex- 
cluded, the treatment, medical and surgical, relative 
to the acute period is limited to the use of remedies 
to aid the defensive forces of the body, that is, to 
sustain or increase the body resistance. Much of 
the treatment that has been and that continues to 
be used reduces body resistance. 

The author advocates six to eight hours’ fresh air 
daily. The importance of rest, sleep, food, elimina- 
tion, and general hygiene cannot be too much 
emphasized. They are much more valuable rem- 
edies than stimulants, tonics, alteratives, and the 
like. The patient should be kept in a cheerful 
mental state. 

Blood-transfusion, which has been employed some- 
what of late, must appeal to all as a remedy of great 
possibilities in the treatment of very acute in- 
fections, especially in those in which the patients 
are unable to develop a good resistance, as shown 
by the presence of leucopenia. 

From an experience extending over some years 
and from logical deductions, the author is of the 
opinion that the treatment of nearly all puerperal 
cases should be entirely medical, that surgical pro- 
cedures are usually more injurious than helpful. 
His mortality and morbidity have been much 
lessened since his treatment has been less surgical 
and more medical. He has ceased to fear the re- 
sult in puerperal infections except in the very viru- 
lent infections, usually virulent streptococcic, the 
type with the Hippocratic expression, the cases in 
which the muscles of expression are paralyzed by 
sepsis, the case which is hopeless when first seen. 
Residues in puerperal infections are uncommon, 
except occasional adhesions. ‘The exudates usually 
disappear spontaneously by absorption. In prac- 
tice it is uncommon to encounter much pelvic 
pathology as a remote result of puerperal infection. 

The treatment of non-puerperal infections during 
the acute period is also chiefly medical. In but very 
rare instances is surgical interference indicated in 
these cases. Danger to life is slight in acute non- 
puerperal infection. The danger is largely one of 
continued morbidity and recurrent infections. 

Curettage of the puerperal uterus is rot in accord 
with the modern knowledge of infection and im- 
munity, and has been found by experience to be a 
dangerous procedure. It is unnecessary, as the 
septic uterus will empty spontaneously. 

The author’s experience has been that he has 
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gradually been lessening the number of patients 
treated by incision and drainage, until it has be- 
come the rule, even in cases with large exudates, to 
use medical treatment until immunity results, and 
then to do abdominal section if any operative work 
is needed. 

Prolonged operations and ether anesthesia for 
incision and drainage of pelvic exudates should be 
condemned, as they are unnecessary, injure body 
resistance, and delay immunity. 

Epwarp L. 


Charlton, F. R.: A Preliminary Note on an Un- 
usual Disease of Pelvic Mucous Membranes. 
Surg., Gynec. & Obst., 1916, xxiii, 371. 

There is a form of cystitis in old women hitherto 
inadequately described, that is believed to be a 
distinct clinical entity. It is very common. It 
appears soon or late after the menopause, being 
somewhat variable and essentially chronic in its 
course. The cystoscopic picture varies, but com- 
monly presents during exacerbation, a bullous 
oedema, a patchy vesicular rash, which the author 
arbitrarily speaks of as a “measle.” ‘This is tran- 
sient and disappears with the subsidence of the acute 
attack, leaving a smooth but apparently pigmented 
and ecchymotic appearance in the interval. The 
question of infection is undetermined and the histo- 
pathology has not been studied. It is believed to 
be almost wholly a senile change due to atrophy 
of underlying connective tissues, atrophic changes 
that may lead to ulcerations with accompanying 
mixed infection. Vigorous curative efforts are not 
approved of since the condition is hardly amenable 
to eradication. Milder measures of treatment such 
as irrigations and instillations are advised, with pure 
liquid guaiacol internally. This drug is almost 
specific in its action, given in doses of five to ten 
drops after meals. 


Armitage, H. M.: Pelvic Inflammation. J. Y. 
M. J., 1916, civ, 730. 

Armitage accepts Adami’s definition of in- 
flammation: ‘the series of local changes which con- 
stitute the reaction to injury or irritation of a part.” 
The atria are the vagina, cervix, uterine surface, 
tubes, and peritoneum. 

Infection through lacerations of the vagina due 
to labor are rarely transmitted, as there is a prophy- 
lactic infiltration and oedema preceding parturi- 
tion. The cervix admits infection readily as it is so 
richly supplied with lymphatics. Streptococci pass 
into the cellular tissues of the broad ligament and 
also into the circulation. The patient with this 
type of infection, succumbs to infection of the cellu- 
lar tissue and of the subperitoneal tissue behind and 
in front of the peritoneum. On the other hand, 
staphylococci have a different pathology — lo- 
calized collections of pus in the broad ligament and 
cellular tissue of the peritoneum. Early drainage 
is indicated in these cases via the vagina. Thrombo- 
phlebitis may occur with the enormously dilated 
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veins present in gestation. Thrombophlebitis of 
the veins of the placental site had a mortality of 
85 per cent. 

For the saprophytic form of endometritis, 
Armitage advises gentle curettage; but for a septi- 
cemia, there should be no curettage, merely Fow- 
ler’s position, and salt solution administered per 
rectum. If there is localization, drainage per vagina 
should be instituted. 

In addition to the neisserian infection, there is 
also tubercular, pneumococcal, and colon bacillus. 
The latter is often due to vaginitis of infancy. This 
vaginitis is often relieved by a solution of lactic acid 
bacilli. W. F. Hewirt. 


Koehler, R.: Animal Charcoal in Septic Diseases 
(Tierkohle bei septischen Erkrankungen). Zen- 
tralbl. f. Gynaek., 1916, No. 39. 


The author in conjunction with Pollak as early 
as 1913 commenced testing the eminent absorptive 
properties of Merck’s animal charcoal in septic 
gynecological diseases and in a series of puerperal 
peritonitis cases, as well as in cases where the perito- 
neum had been soiled with infectious matter. In 
the first few cases the charcoal was spread out dry, 
which has the advantage of keeping the absorptive 
properties almost intact, but owing to the moisture 
and the retained pus in the abdomen the charcoal be- 
came moist and a thorough spreading of the powder 
into all folds and pockets never occurred. The 
charcoal was therefore applied in a solution, 100 
to 200 gr. of the charcoal in 1 to 2 parts of normal 
salt solution. This was applied through a hose into 
all pockets of the peritoneal cavity successfully, as 
shown by later autopsies. 

The small number of cases (10) is no criterion of 
the value of the substance. Five cases of suppura- 
tive peritonitis were treated with this method. Of 
these 2 were cured and 3 died. One case of diffuse 
peritonitis as a result of suppurative hematocele 
following tubal pregnancy was cured. Prophylac- 
tically the charcoal was applied 4 times (3 cases of 
suppurative adnexitis and one case of pyometra); 
2 were cured and 2 died. 

The results in these cases of course are not less 
than with other forms of treatment but it is ex- 
tremely difficult to say that in septic peritonitis any, 
method of drug is the deciding factor. A large 
series however may mean something. 

In a case of pyometra, however, in which the sub- 
stance was applied prophylactically and which 
later came to autopsy on account of pulmonary 
disease the action could be studied carefully. 
Intra vitam the patient ran the course of a diffuse 
peritonitis of ordinary severity and gradually re- 
covered. At the autopsy no evidence of the perito- 
nitis was present. The peritoneum, however, was 
slate gray in color throughout its entire extent. 
The lymphatics were filled with the charcoal and 
stood out clearly. The lymph-glands were en- 
larged and black in color through inhibition of the 
charcoal particles. 


Perhaps in addition to the purely absorptive 
action of the animal charcoal there also is the me- 
chanical action, the closing up of the lym- 
phatics, delaying and probably hindering entirely the 
absorption of toxic material. It is therefore possible 
that in a but slightly damaged organism with a still 
fairly good functionating heart the organism is given 
time to form antibodies which is impossible in the 
sudden overwhelming with toxins where the lym- 
phatics are wide open. 

Further tests with the intravenous application 
of the substance were to have been conducted but 
had to be postponed until a more favorable time 
on account of the war. L. A. JUHNKE. 


Hartmann, S. P.: Experimental Investigations in 
Regard to Entrance of Infection and Mode of 
Spreading in Tuberculosis of the Female 
Generative Organs  (Experimentelle Unter- 
suchungen ueber die Eingangspforten und die Aus- 
breitung der Tuberkulose der weiblichen Ge- 
schlechtsorgane). Tr. XI North. Surg. Cong., 
Goeteborg, 1916, July. 


On the basis of experiments on guinea pigs the 
author comes to the following conclusions: 

1. The development of a genital tuberculosis as 
a result of spontaneous migration of the tubercle 
bacillus through the vagina is very doubtful. The 
animal experiments which have been carried out 
to support this theory of ascending infection are 
all questionable as to accuracy. 

2. Animal experiments submitted as proof of 
ascending migration of the bacilli against the 
stream of secretion are positively misinterpreted. 
In such cases there are always signs pointing to the 
interference of the flow of the secretion, although 
the infection may have even traveled upward 
through the lymphatics. 

3. The possibility that primary tuberculosis 
may result from cohabitation cannot be disproved 
but most cases will not stand a critical investiga- 
tion. L. A. JUHNKE. 


Reynolds, E.: Fertility and Sterility; a Histologic 
Study of the Spermatozoa, the Ovaries, and the 
Uterine and Vaginal Secretions in Their Re- 
lation to This Question. J. Am. M. Ass., 1916, 
Ixvii, 1193. 

To estimate the fertility of a given male, we must 
judge not only of the numerical frequency of the 
spermatozoa and of the percentage of motility 
present, but must further study carefully their 
vitality, both as it is determined by duration ob- 
servations and, still more importantly, by the 
quality of the motility present. 

All the normal motions appear to be consecutive 
phases. Initial motion; i.e., motion as seen in 
fresh semen under favorable conditions, consists 
of a lashing of the after-part of the tail from side 
to side which is so rapid as to constitute vibration. 
It produces rapid forward motion in a practically 
straight line, the head, middle piece, and forward 
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portion of the tail maintaining their position in 
the line of motion with practically no swaying from 
side to side. The action of the flagellum is so rapid 
that it is quite impossible to follow its individual 
movements. Spermatozoa swimming in this man- 
ner always head against a current and usually cross 
the field of observation in about five seconds in the 
absence of currents or obstacles. 

The second normal motion differs from the first 
not only in its character, but in markedly reduced 
speed. The tail movement alters to a long slow 
stroke from side to side and almost the whole length 
of the tail partakes in the stroke. This is, moreover, 
accompanied by swaying of the head and middle 
piece through an arc which is always considerable 
and may even equal go degrees. ‘The general out- 
line of the spermatozoon, from being practically 
straight with almost non-detectable sharp, quick, 
small arc vibration of the aftertail, has become an 
S in outline with large, slow, plainly perceptible 
undulations traveling gradually backward through- 
out the length of the spermatozoon. Speed has 
been lost and direction seems to be more specifically 
determined by the surroundings. Individuals at 
this stage show a pronounced choice of direction and 
go up to objects in the medium, from which they 
later make off as though the movement were de- 
termined by tactile reaction to some extent. 

The third type of normal motion succeeds the 
second and consists in a tendency on the part of the 
spermatozoon to push itself against or into any small 
masses of cells, or sometimes other materials, which 
it may find in the neighborhood, bunting itself into 
any small cove that can be found and maintaining 
a slight burrowing motion by a lashing tail move- 
ment of the vibratile type not unlike the movements 
of the caudal fin of a fish. The movement of the 
flagellum in this third type is unlike the second type 
in that it is vibratile rather than lashing, but is 
slower than the vibratile motion of the first type and 
less limited to the after-part of the tail. The three 
types of normal motion are not only distinctive, but 
are always consecutive. 

In specimens which have later proved to show poor 
vitality, there has usually been, on the other hand, 
a somewhat low percentage of motility at the start; 
i.e., the number of motionless specimens has been 
large. 

The flora of the virgins and fertile women so far 
studied have been coccoid and have usually consisted 
mainly of one form of coccus, homogeneous. One- 
fourth of the sterile women had a coccoid flora, but 
these were all cases of short standing and of appar- 
ently promising outlook. The other three-fourths 
of the sterile cases had bacillary flora usually con- 
taining one dominant form of bacilli (homogeneous). 

The bacilli in these sterile cases were ordinarily 
rather low in occurrence and somewhat distinctive 
in appearance. Moreover, they represented a very 
characteristic distribution of attachment or super- 
position on the vaginal epithelial cells which is less 
marked among the other bacillary flora. 


All the pregnant and puerperal women had bacil- 
lary flora, but these showed always the presence of 
several forms in approximately equal numbers. 

The general similarity between the flora of 
established sterility, on the one hand, and those of 
pregnancy and the puerperal state, on the other, 
seems interesting in view of the probable non- 
ovulating condition of the ovaries during pregnancy 
and the puerperal state, and in a large proportion of 
all sterile cases. 

Vaginal hostility to the spermatozoa is mainly 
enzymatic and of bacterial origin. Cervical hos- 
tility is mainly mechanical and of inflammatory 
origin. 

Either or both of these secretions may and fre- 
quently do present conditions which absolutely 
prevent fertility through their destruction of the 
spermatozoa and which are yet so far external to the 
physiology of the woman as to cause no ill health, 
to produce no symptoms other than persistent 
sterility. The microscopic study of the secretions 
is of much practical value. Epwarp L. CorNeLt. 


Cary, W. H.: Examination of Semen with Special 
Reference to Its Gynecological Aspects. .Am. 
J. Obst., N. Y., 1916. Ixxiv, 615. 


The author gives a careful discussion of this sub- 
ject with a rather complete review of the literature. 
The various methods of collecting and examining 
the semen are described. The types of semen 
found in different individuals are shown in ten 
illustrations. From his study of this subject the 
author offers the following suggestions: 

1. In the study of sterile marriages, to conduct 
exhaustive gynecological treatment and ultimately 
to offer a hopeless prognosis without investigating 


.the reproductive powers of the husband is neither 


fair nor scientific. 

2. Semen examination, by reason of its intimate 
character and the vital relation which it bears to the 
general subject of sterility, is best performed by the 
gynecologist. 

3. Selection of the method of collection and trans- 
portation to the office of the examiner must be made 
to suit the individual conditions, with special regard 
to maintaining the warmth of the specimen and 
arrangements for immediate examination. 

4. Examination is best made with the high- 
power lens. In addition to noting the general 
physical properties, the determination of efficiency 
depends on the degree of oligospermia; the percent- 
age of imperfect spermatozoa — whether immature 
or deformed; the percentage of the cells that are 
motile — whether sluggish or lively; and finally, 
the length of time activity persists. 

Recent experiments have shown that a specimen 
obtained directly from the male, which appears to 
be poor, may reveal an exaggerated activity when 
obtained from the vagina where it has been mixed 
with the secretions incident to normal coitus. Such 
experience suggests that before an unfavorable prog- 
nosis can be made complete study must include an 
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inquiry into the physiological affinity of the male 
and female secretions. 

Observations show a direct relation between the 
vigor of the individual and the potency of the semen. 

Treatment is usually a genito-urinary problem. 
A large proportion of cases are improved by measures 
which improve the general health and sexual hy- 
giene. Twenty-five per cent efficiency warrants 
artificial impregnation; fifty per cent justifies correc- 
tion of definite female pathology. C. H. Davis. 


Crossen, H. S.: Gynecologic Surgery in Hystero- 
neurasthenic Patients. NV. Y. St. J. Med., 
1916, Xvi, 427. 


The author states his own convictions and cites 
his practice as answers to three questions. 

1. Is operation indicated? Where the pelvic 
lesion is definite and is seriously depressing the 
general health, operation should be performed 
irrespective of the coexisting nervous disease. 

There are two other classes in which the connec- 
tion between the symptoms and the pelvic lesion 
is not so clear. 

a. Those in whom the principal symptom is 
pelvic pain without sufficient pelvic pathology to 
account for it. In these the result is never an 


ordinary one but is either very poor or very good. 
It is well to begin with the least severe measures and 
advance to the mcre radical ones. 


Each case must 
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be thoroughly studied from all viewpoints to deter- 
mire the true cause of the symptoms. 

b. Those in whom the symptoms are extrapelvic, 
supposed to be due, in whole or in part, to some 
intrapelvic lesion. In these the removal of the 
pelvic lesion will relieve the general nervous dis- 
turbance only in so far as that nervous disturbance 
is due to malnutrition or to general irritation of the 
nervous system dependent on the local lesion. 

2. If indicated, what is the preferable time for 
operation, before or after the course of neurologic 
treatment? When operation is inevitable it should 
be done first and the neurologic treatment started 
during convalescence. If the influence of the pelvic 
lesion as a cause of symptoms is doubtful, the 
neurologic treatment should come first as it may 
entirely relieve the symptoms. The operation is 
to be considered only after the neurologic treatment, 
thoroughly tried out by a competent neurologist, 
has failed. 

3. When operating, should more conservatism or 
less conservatism be practiced than in an individual 
with a normal nervous system? ‘These patients are 
not good subjects for conservative surgery but, on 
the other hand, they are equally unfavorable for 
radical work, particularly the removal of both 
ovaries. The rule should be ‘Radicalism until 
the last ovary is reached and then great conserv- 
atism.” S. A. CHALFANT. 
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PREGNANCY AND ITS COMPLICATIONS 


Emge, L. A.: Acidosis in Normal Uterine Pregnancy. 
Am. J. Obst., N. Y., 1916, Ixxiv, 769. 


The author offers this preliminary report only to 
establish the fact that some degree of acidosis is 
nearly uniformly present in uterine pregnancies. 
The technique reported by Van Slyke in 1915 and 
his tables were used in this study. The results are 
presented in four tables. 

Of the 61 cases 55 show readings below 50 volume 
per cent, which is approximately the lowest reading 
noted in any of the non-pregnant cases. Fifty- 
nine of the cases fall below the volume per cent of 
53, Which Van Slyke takes as the lower limit of 
normal. An acidosis of varying degree, therefore, 
was found in nearly all cases. C. H. Davis. 


Wright, O. R.: Puerperal Eclampsia. J.-Lancet, 
1916, xxxvi, 567. 

Wright reports 6 cases of eclampsia in one year, 
following a period of 20 years in which he had 1,100 
obstetrical cases without a single case of eclampsia. 
A summary of cases follows — 4 were hospital cases 
and in all cases ample assistance was at hand. 


Result 
Albumen Operation Remarks 
Mother Child 
1 |3 mos, Manual dila- Well Well Consider- 
tation, version, able lacer- 
forceps ation 
2 |2 mos. Manual dila- Well Lived 16 hrs.} Unable to 
tation, vaginal, dilate 
cesarean section 
3 1? Manual dila- Well =| Twins, lived] Flat pelvis 
tation, version 
4 | 2 weeks Not given Well Well 
5 | Disappeared] Forceps Well 11 lb., birth | Mother 
under palsy absent} stupid 
treatment in 4 mos. 
6 | Absent None Dead | Dead Died after 
one convul- 
sion 


The after-treatment was water by rectum for 
three days, veratrum, and elimination. The dead 
child was only a 7 months’ child. W. F. Hewirr. 


Davis, E. P.: Delivery by Abdominal Section. 
Surg., Gynec. & Obst., 1916, xxiii, 461. 


Davis presents for consideration the fact that 
sharing in the growth of abdominal surgery cases 
of pregnancy complicated by pathological conditions 
may demand delivery by section. 


Experience has shown that it is often difficult to 
make an exact diagnosis of intra-abdominal con- 
ditions although it may be evident that pathological 
lesions of importance may be present. Highly 
contracted pelvis is now one of the simplest com- 
plications of pregnancy because it is evident and 
its treatment clearly indicated. 

Rupture of the uterus demands section usually 
completed by hysterectomy. 

Foci of infection in pelvic or abdominal organs 
developing during pregnancy demand section so 
soon as a diagnosis can be established. This is 
especially true of appendicitis which seriously 
complicates pregnancy, parturition, and the puer- 
peral state. 

Abdominal and pelvic tumors complicating preg- 
nancy frequently demand section. Small sub- 
serous fibroids may be let alone, but other tumors 
should be removed. 

At present the treatment of pregnancy com- 
plicated by hemorrhage from the placental site, 
whether the placenta be normally situated or previa, 
is the topic exciting most interest among obste- 
tricians. Separation of the normally implanted 
placenta is most safely dealt with by vaginal or 
abdominal section. A considerable number of 
placenta previas do best by abdominal section. 

Improvements in anesthesia and improved meth- 
ods of avoiding shock offer advantages for elective 


. section without labor in patients ill fitted to pass 


successfully through parturition. 

Remembering that delivery by section is the 
safest artificial method for the child, cases arise 
where the small risk of elective section may be will- 
ingly accepted for the sake of the child. So where’ 
the mother is moribund, section may be performed 
with the hope of rescuing the child. 

The question of sterilization must be decided upon 
the merits of each case. With the history of un- 
usually painful and difficult labor, husband and 
wife may rightly choose to avoid further pregnancy. 

Ectopic pregnancy, like many cases of placenta 
previa, is treated safely by section only. 

No genuine advance in obstetric surgery can be 
made unless men are trained for this branch of work, 
and obstetrics is recognized as largely a surgical 
speciality. The development of American surgery 
has made practically impossible the career of a 
general surgeon. Surgery is now a group of spec- 
ialties, and not the least important among these is 
the work of the obstetrician. A critical comparison 
between the results of the use of forceps and other 
ordinary methods of delivery in the hands of the 
general practitioner, and the results obtained by 
competent obstetricians show the superiority of the 
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latter. Complicated parturition demands hospital 
care and special skill quite as much as appendicitis, 
abdominal and pelvic tumors, and other condi- 
-_ which are acknowledged to require surgical 
aid. 

The author summarizes his experience in 129 
classic caesarean sections, 50 hysterectomies in which 
the stump was dropped; 32 Porro operations in 
which the stump was fastened in the lower end of the 
abdominal incision; 3 extirpations of the uterus; and 
2 sections performed at the moment of maternal 
death: a total of 216 operations. Of these cases 
151 were apparently uninfected and in good con- 
dition at the time of operation. Among these there 
was one maternal death, a percentage of .066, from 
peritonitis caused by the bacillus proteus vulgaris 
whose origin could not be found. There were 60 
cases infected when brought to the hospital, or 
suffering very serious lesions of the heart, kidneys, 
or liver. Among these there were 16 deaths, a 
mortality of 26 per cent. 

The maternal mortality of the entire 216 cases 
was 8 per cent. The foetal mortality resulted from 
injuries or diseases before the mother was admitted 
to the hospital. Among those fatally infected it is 
interesting to note that pulmonary infections were 
the most dangerous. Puerperal septic infection 
could usually be successfully treated by the Porro 
operation. 


McPherson, R.: Is the Operation of Caesarean Sec- 
tion Indicated in the Delivery of Breech Pres- 
entation? Am. J. Obst., N. Y., 1916, lxxiv, 776. 


This paper is based on the author’s analysis of 
3,412 cases of breech presentation and delivery which 
have occurred in 97,000 confinements in the New 
York Lying-In Hospital, this including all cases 
to September, 1915. He has endeavored to include 
in the foetal mortality only those cases in which the 
cause of the stillbirth could be directly attributed to 
the breech delivery. 

He finds that so far as the prognosis for the 
mother is concerned, the maternal mortality does 
not, and should not differ greatly from that of vertex 
presentations in uncomplicated cases. The mater- 
nal mortality in his series, including cases compli- 
cated by convulsive toxemia, of which there were 
37; placenta previa, of which there were 63; chronic 
nephritis, chronic endocarditis, pneumonia, etc., 
all of which have a mortality of their own, was 0.96 
per cent. Excluding these complications the 
maternal mortality was 0.47 per cent. Many of the 
cases had been handled by outside physicians and 
midwives. 

The fcetal mortality has been estimated by various 
writers at from 10 to 30 per cent. In these 3,412 
cases of breech presentation, 336 children at term 
were stillborn, a mortality of 9.4 per cent; 442 were 
premature, and probably would not have survived 
in any event. 

Regarding the parity of the mothers, 944 were 
primipare; 2,468 were multipare. 
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Regarding the foetus, there were 1098 stillbirths 
among the 944 primipare, and 560 stillbirths among 
the 2,468 multipare, a percentage of 21.6 per cent 
and 22.7 per cent, respectively. 

The author does not believe that a breech pres- 
entation is per se a just indication for a cesarean 
section. C. H. Davis. 


Essen-Moeller, E.: Ileus During Pregnancy and 
Parturition (Ueber Ileus in der Schwangerschaft 
und bei der Entbindung). Tr. XI North. Surg. 
Cong., Goeteborg, 1916, July. 

The author discusses the etiology and treatment of 
ileus during pregnancy and labor and reports six 
personal cases. Regarding the etiology he believes 
that while pregnancy alone in certain cases can pro- 
duce a mechanical ileus, in most cases it alone is not 
sufficient to produce a complete occlusion of the 
bowel. In the patients with ileus during preg- 
nancy there frequently is obtainable a history of 
previous abdominal trouble. Attention is called to 
the fact that frequently ileus is not diagnosed during 
pregnancy until too late, probably due to the fact 
that the abdominal pain is considered labor pain, or 
it is confused with some other acute abdominal 
disease such as appendicitis, cholecystitis, etc. 

In regard to treatment the author cites Wilms’s 
““nocet qui exspectat.” The interference with bowel 
passage must be attacked operatively, and as early 
as possible before intoxication symptoms develop. 
The question whether the uterus should be left 
alone during the operation or should be emptied is 
much more difficult to answer. In reviewing the 
literature it was found that not less than two- 
thirds to three-fourths of the cases had a miscarriage 
or premature labor so closely following the operation 
that it must be concluded that they were undoubt- 
edly due to the operation or the disease. 

Since the life of the pregnancy is considerably 
endangered by the disease, the author believes there 
is justification in certain cases in emptying the 
uterus before attacking the disease; thus lessening 
the difficulties of the abdominal operation. The 
author favors vaginal caesarean section as a means 
of emptying the uterus, although admitting that 
the abdominal section in certain cases has its ad- 
vantages he believes it can be determined before- 
hand whether such a section will really be necessary. 

The author’s paper led to quite an active dis- 
cussion. Further cases of ileus during pregnancy 
were reported by Groene, Hellstroem, Bovin, Hed- 
lund, and Ekehorn. Groene advises and prefers the 
use of the abdominal section for emptying the uterus, 
Hellstroem and Bovin depend on conditions found 
upon vaginal section for emptying the uterus in 
cases where definite signs of peritoneal inflammation 
are present, otherwise laparotomy and the ileus ope- 
ration, and when necessary emptying of the uterus 
by means of the classical cesarean section through 
the same abdominal wound, and finally even supra- 
vaginal amputation if drainage for advanced peri- 
tonitis is necessary. L. A. JUHNKE. 
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Lindquist, L.: Tuberculosis of the Kidney During 
Pregnancy (Ueber Nierentuberkulose in der 
Schwangerschaft). Tr. XI. North. Surg. Cong., 
Goeteborg, 1916, July. 


The author reports a case of tuberculosis of the 
kidney which developed during the first few months 
of pregnancy. Nephrectomy performed during the 
third month was followed by recovery. A few months 
later symptoms again developed pointing to the 
urinary passages. After delivery, the general con- 
dition of the patient grew worse and death resulted 
about one year after the operation, probably due 
to tuberculosis of the second kidney. He reports 
a second case of kidney tuberculosis, probably of 
longer standing, which became aggravated a few 
months after the third delivery. Nephrectomy two 
months later resulted in uneventful recovery. The 
patient is still well three years after the operation. 

The author is of the opinion that in one-sided 
tuberculosis of the kidney nephrectomy should be 
performed as early as possible, even in pregnancy. 
The danger of the remaining kidney not being able 
to meet the requirements of pregnancy is slight, if 
it is sound and able to bring forth the ordinary 
compensatory hypertrophy. After the nephrectomy 
the patient must be watched carefully so that in 
case a latent tuberculosis of the remaining kidney 
becomes active an interruption of the pregnancy 
may be done immediately. Tuberculosis of the 
bladder is an indication for the interruption of 
pregnancy only if after nephrectomy it shows no 
tendency to improve or if it becomes aggravated. 
In bilateral tuberculosis of the kidney pregnancy 
should be interrupted irrespective of the duration 
of the pregnancy, except in cases where a prolonga- 
tion of a few weeks will make the child viable. 

EKEHORN is of the opinion that a pregnancy 
should not hinder a nephrectomy in tuberculosis of 
the kidney. The nephrectomy causes an improve- 
ment in the condition of the other kidney. It is 
well known that one kidney always suffers from the 
disease of the other organ, and in a simultaneous 
pregnancy it suffers all the more. 

JOSEPHSON stated that while it is recognized 
universally that pregnancy takes a normal course 
after a nephrectomy if the remaining kidney is only 
sound, it is advisable that a period of time, say 
two years, intervene between a nephrectomy and 
a pregnancy so that the remaining kidney can ac- 
commodate itself to the increased work thrown 
upon it. In his opinion, the older view that preg- 
nancy should be avoided after nephrectomy or 
after an interruption of pregnancy is entirely 
erroneous. L. A. JUHNKE. 


LABOR AND ITS COMPLICATIONS 


Meyer, L.: Elderly Primipara (Aeltere Erstgebaehr- 
ende). Tr. XI North. Surg. Cong., Goeteborg, 


1916, July. 
The author criticizes the explanation that the 
frequent abnormalities occurring in the delivery of 
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elderly primipare are due to the rigidity of the 
parturient canal. This rigidity has not been demon- 
strated pathologically. It is, if it is to be con- 
sidered a senile change, a priori not probable at so 
early an age as 30 to 4o years. Furthermore, there 
are no difficulties found in many elderly primipare. 

The author considers the matter in the following 
light: Two classes of elderly primiparze should be 
considered: (1) women who only later in life have 
married and become pregnant or who previously 
practiced abstinence or preventive measures, and 
(2) women who in spite of early marriage and desire 
to become pregnant do not become pregnant until 
the later years. It is cases of the latter class of 
primipare, according to the author, that present 
the abnormalities in delivery which are ascribed to 
the general class of elderly primipare. The author 
believes that thc conditions that delayed concep- 
tion are the conditions responsible for the abnor- 
malties at delivery. He suggests this only as a 
hypothesis and as it is self-evident is unable to 
furnish the proof for his views. It is his purpose 
to stimulate interest in the subject so that the cases 
of elderly primipare will be observed more closely. 

A. JUBNKE. 


Costa, R.: Lumbar Puncture of the Foetus, Dur- 
ing Podalic Extraction, in the Interest of the 
Life of the Foetus Itself (Puntura lombare nel 
feto, durante l’estrazione podalica nell’ interesse 
della vita del feto stesso). Gazz. d. osp. e d. clin., 
Milano, 1916, xxxvii, 1109. 

Costa states that it is known that owing to the 
compression of the foetal head during labor a part 
of the cephalorachidian fluid passes from the 
cranial to the vertebral cavities, which allows a 
certain degree of reduction of the size of the head. 
It. occurred to him, therefore, that on account of 
this reducing influence of the withdrawal of the 
fluid, it would be useful in certain cases of podalic 
extraction, in which the descent of the head pre- 
sented special difficulty, to practice lumbar punc- 
ture on the foetus during the delivery. 

The author’s experience with this procedure 
has been limited, but added to theoretic deductions 
it leads him to believe that such lumbar puncture of 
the foetus would be of value in the preservation of 
foetal life in difficult cases. Its utility is due to the 
fact that the withdrawal of part of the cephalo- 
rachidian fluid gives an easy and marked reduction 
in the cranial diameters; there is less compression 
of all the central nervous system, particularly of 
that center which regulates the heart rhythm, and 
the respiration at birth, thus obviating asphyxial 
manifestations or lessening their gravity. The 
operative act is easy and rapid. 

As soon as the breech appears externally it is 
curved somewhat in order to raise up the spine, 
and a needle of medium size is introduced between 
the spiny apophyses of the fourth and fifth lumbar 
vertebre; no fluid is withdrawn immediately but it 
escapes spontaneously when the foetal head is com- 
pressed in the birth canal. 
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The practice, in the author’s opinion, can be 
extended to any case where there is difficulty in 
extracting the head on account of insufficient 
dilatation or dilatability on account of vicious 
pelvis when it is a question of podalic extraction. 
Future experience alone will show whether this can 
be substituted for methods now followed in cases 
of pelvic stenosis. W. A. BRENNAN. 


Boero, E.A.: Pregnancy at Term in a Bicornate 
Bicervical Uterus (Pseudodidelphic) (Embarazo 
a termino en un utero bicorne bicervical-seudo- 
didelfo). Prensa méd., Argent., 1916, iii, 88. 


The clinical history of the woman whose case is 
reported by Boero was not marked by any particular 
antecedents. The vagina was divided in its superior 
portion and terminated in two uterine orifices. In 
the cornua of the left side there was a foetus at 
term. Intervention was called for owing to delay 
in labor due to weak contractions. The cervix was 
dilated and the forceps applied, extracting a female 
child weighing 3,300 grams. Later palpation proved 
the uterus was bicornate and bicervical. 

W. A. BRENNAN. 


Haultain, F. W. N., and Swift, B. H.: The Mor- 
phine-Hyoscine Method of Painless Child- 
birth, or So-called Twilight Sleep. Brit. M. J., 
1916, ii, 513. 

The following is a summary of special points 
which are brought out by the author: 

1. In the case of a primipara the first injection 
must not be given too early as it tends to stop the 
pains. The rule of giving the first injection when 
the os admits two fingers and the pains are regular 
isa useful one. In the case of a multipara, however, 
the injections cannot be given too early after the 
pains have started. It is generally found that the 
first injection is given too late. 

2. The second injection, namely, the first 1/450 
gr. of pure hyoscine, should be given about an hour 
after the initial injection, whether the patient is 
well under or not. If this injection is delayed, the 
effect of the morphine tends to wear off, when the 
future injections of hyoscine will not take effect. 

3. The injection can be repeated with safety 
either at hourly or three-quarter hourly intervals. 

4. The morphine should not be repeated in the 
latter part of the second stage or the child will most 
probably be born oligopnoeic. If the hyoscine is 
not taking effect, then it is well to give the mother a 
slight whiff of chloroform; thus the hyoscine is 
allowed to work and the patient again gets into the 
condition of ‘twilight sleep.” 

5. The patient’s friends must be kept away from 
the room, which should be quiet and darkened. 

6. Patients, if thirsty, must be given water to 


nk. 

7. The bladder must be catheterized during long 
labors. 

8. Remove the baby to another room after birth, 
so that the mother cannot hear the cries, otherwise 


o may remember the cry and so imagine her whole 
abor. 

Total amnesia and analgesia were obtained in 30 
out of 40 cases, namely, 75 per cent. 

There was only one case of postpartum hamor- 
rhage, and it was easily checked by hot douching and 
pituitrin. 

There were 14 forceps cases in the 40 cases, or 
35 per cent. 

Five babies in the series were born dead, but in 
only one of these was the labor normal. One was 
a case of contracted pelvis with prolapse of the cord. 
The child was turned and extracted with difficulty. 
The patient only had four injections, and then 
chloroform. She had come into the hospital well 
on in labor with a previous history of a stiff forceps 
case. The second stillborn baby was a very badly 
nourished premature child of a woman who had a 
very bad heart lesion. The third was a craniotomy 
for contracted pelvis, where the second stage was 
allowed to continue for nine hours to permit of 
molding. The fourth was a premature child of 
seven months. The fifth was a normal labor, which 
lasted twelve hours, during which eleven injections 
were given. Of the 35 babies born alive, only 4 
required any artificial stimulation. 

From the foregoing experience it may be concluded 
that we have a safe and efficient means of managing 
labor painlessly in the majority of cases. It re- 
quires, however, the constant attendance of a com- 
petent attendant. This réle can be efficiently un- 
dertaken by a reliable nurse under supervision, 
which makes its adoption in better class private 
practice possible to the medical practitioner. 

It is of special value in primipare, in whom, as a 
rule, the first and second stages of labor are long 
and painful. 

It is also of great value in a prolonged second stage, 
due to a large head or slightly contracted pelvis, 
as it allows of head molding without unduly 
exhausting the patient. 

So far as amnesia is concerned, it is of little use to 
commence the treatment during the second stage. 

The strength of the uterine contractions is not 
diminished, hence its advantage over chloroform. 
There are no contra-indications to its use beyond 
extreme restlessness, which is very exceptional, and 
probably due to an idiosyncrasy. 

The absence of exhaustion after even a long labor 
is one of its greatest advantages. 

Of the 40 patients 37 rose from bed on the third 
day after labor. Epwarp L. CornELL. 


Heard, A. G.: Does Administration of Pituitrin 
to the Mother Produce Diffuse Nervous Lesions 
in the Infant? Texas St. J. Med., 1916, xii, 264. 


The author reports three cases of extensive cere- 
bral or meningeal hemorrhage of the newborn, un- 
doubtedly due to birth injury. In no case was the 
child a firstborn; in no case was there any con- 
stitutional disease on the part of the parents which 
could have been construed as an etiological factor; 
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in no case was there any question of prolonged or 
difficult labor; in every case a precipitate delivery 
was effected by the administration of pituitrin early 
in labor, with consequent induction of violent uterine 
contractions. 

From his observations and a study of the litera- 
ture the author comes to the following conclusions: 
The improper use of pituitary extract in labor is a 
cause of cerebral or meningeal hemorrhage in the 
newborn. Heemorrhages in the nervous system of 
the infant resulting from the use of pituitrin in 
labor are productive of diffuse nervous lesions so 
extensive as to result in early death, or, if the child 
survives, in the terrible afflictions of paralysis, 
epilepsy, and idiocy. Cases presenting nervous 
lesions resulting from birth injuries should be 
carefully investigated as to the possibility of 
pituitrin having been a factor in their causation. 

C. D. Haucn. 


PUERPERIUM AND ITS COMPLICATIONS 


Stein, A.: Puerperal Gangrene of the Extremities. 
Surg., Gynec., & Obst., 1916, xxiii, 424. 


In this extensive article which is based upon two 
personal observations and a careful comparative re- 
view of the literature, attention is called to this 
dangerous complication of the puerperium and to the 
necessity for its early recognition. As many 
gynecologists have never seen a case of this kind 
but may at any moment find themselves confront- 
ed with this precarious situation, the study of the 
case reports is sure to prove both profitable and 
interesting. 

A review of the large clinical material which has 
been compiled from the world’s literature is greatly 
facilitated by the arrangement of the 76 cases under 
the different headings of puerperal gangrene of the 
lower and upper extremities respectively — 63 
cases; gangrene after abortion — 4 cases; gangrene 
during pregnancy — 4 cases; and gangrene following 
gynecological operations — 5 cases, the latter hav- 
ing been ‘included for completeness’ sake. These 
statistics will further assist orientation in the col- 
lected material. 

The etiology of peripheral puerperal gangrene 
with special reference to infections is thoroughly 
discussed as well as the arterial, venous, and arterio- 
venous origin of the cases, and the clinical picture is 
graphically outlined. 

In commenting upon Raynaud’s disease the author 
points out that this was first observed in a puerperal 
woman. The forensic importance of puerperal 
gangrene is emphasized and as ‘forewarned is 
forearmed”’ the large collection of cases from the 
literature will serve as a helpful precedent. 

One of the author’s cases was a primipara of 19 
years with typical, symmetrical, dry gangrene of 
both feet and lower legs after labor at term, death 
occurring some weeks later due to exhaustion. 
His other observation on a young woman of 20 years 
adds the fourth case to the very small number of 
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recorded cases of peripheral gangrene following 
abortion. It is also of interest on account of the 
favorable outcome, for after the leg had been am- 
putated below the knee the patient was discharged 
in good condition. 

In supplementing his own observations with the 
instructive material which is so widely scattered in 
the general literature the author hopes to have 
offered serviceable contribution to surgical 
gynecology. 


MISCELLANEOUS 


Davis, E. P.: Obstetric Surgery a Modern Science; 
Its Scope and Limitations. J. Am. M. Ass., 
1916, Ixvii, 1123. 

Last to share in the general advance in modern 
medical science has been obstetrics. While there 
remain unsolved problems in the pathology of preg- 
nancy and parturition, a considerable gain has been 
made in reducing the mortality and morbidity of 
parturition from hemorrhage, septic infection and 
shock, and in securing a sound anatomic recovery 
for the mother, and this with a lessened risk for the 
child. The application of the principles of surgery 
to obstetrics has made this possible. 

There still remains a relic of bad practice in the 
fact that the attempt is sometimes made to deliver 
the unengaged head by forceps. It is difficult to 
eradicate from the mind of the general profession 
the belief that one need not wait for engagement 
and molding for the successful application of for- 
ceps; but, until this is abandoned, there will re- 
main from this source a considerable maternal and 
foetal mortality and morbidity. 

For the mother, modern obstetric surgery aims 
to obviate the dangers of contracted pelvis and dis- 
proportion between mother and child; to deal 
successfully with foci of infection or pathologic 
conditions of the pelvis or abdomen complicating 
labor; to repair the lacerations in the genital tract 
produced. by labor, and thus to restore the mother to 
a sound anatomic condition after parturition. While 
these results are certainly important, modern ob- 
stetric surgery does far more in the interest of the 
child. Delivery by abdominal section is the safest 
artificial method of delivery. 

Do the results of modern obstetric surgery, as 
compared with the results obtained by spontaneous 
labor, justify its existence, or have we lost the art 
of obstetrics and substituted for it a surgical mon- 
strosity? 

The maternal mortality of labor is difficult to 
estimate outside of institutions. It is fair to state, 
however, that the maternal mortality of spontaneous 
labor is a fraction of 1 per cent under ordinarily 
favorable conditions. The mortality of spontaneous 
labor for the child is the mortality of asphyxia and, 
while it is difficult to obtain exact statistics con- 
cerning this, it is not a negligible factor in consider- 
ing the results of spontaneous labor. 

If we place in direct contrast with this the results 
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obtained by the classic cesarean section, when 
mother and child are in good condition, it is not 
unusual to find a series of cases ranging from 4o to 
60 without a maternal death. If larger series of 
cases are taken, a mortality of from 2 to 3 per cent is 
given. In the author’s experience, in 151 cases 
of patients not septic and not toxic, the maternal 
mortality was 0.066 per cent. 

High maternal morbidity following the use of 
forceps is given by Gans from the Koenigsburg clinic 
as 21 per cent, and of these 3.82 per cent were cases 
of severe septic infection. In estimating the fre- 
quency of lacerations in forceps cases, episiotomy 
was required in 24.73 per cent, and of these patients 
51.06 per cent sustained lacerations during de- 
livery. The perineum was lacerated in 16.9 per cent. 

The foetal mortality following the use of forceps 
varies in proportion to the mode of application. In 
the so-called low forceps operations, the foetal 
mortality of the Sloan Maternity Hospital was 
approximately to per cent, in medium operations 
19.2 per cent, and in high operations 38.5 per cent, 
an average of 14.5 per cent. In the Koenigsburg 
clinic the foetal mortality attending the use of for- 
ceps was 12.45 per cent. In this clinic the high 
application of forceps had a mortality of 33.33 per 
cent for the children. 

The indiscriminate application of caesarean sec- 
tion as a last resort is not modern obstetric surgery, 
but is the old and familiar error which for so long a 
time prevented the development of modern obstet- 
ric science. Modern obstetric surgery should be 
limited carefully by a thorough knowledge of the 
natural phenomena of labor, by the practice of 
palpation and auscultation in all cases, and, above 
all, constant observation in diagnosticating the 
engagement of the presenting part. No more com- 
mon or dangerous error is made in studying labor 
than to mistake the unnatural position of the head of 
excessive lateral obliquity for a normal engagement. 

The most important and essential limitation in 
modern obstetric surgery is the choice of those per- 
sons who shall practice it. Modern obstetric sur- 
gery can best be done by obstetricians and not by 
general surgeons or by gynecologists. ‘The techni- 
cal performance of delivery by abdominal section is, 
in many cases, comparatively simple, and the 
general surgeon and gynecologist are inclined to 
vary the monotony of their practice by short 
excursions into the field of obstetrics; but they lack 
the practical experience which is the basis of all 
sound judgment in deciding when to perform an 
obstetric operation and in choosing the best method. 

Epwarp L. CorNeELL. 


Groene, O.: Does Superfcetation Occur in the 
Human (Kommt eine Ueberfruchtung beim 
Menschen vor)? Tr. XI North. Surg. Cong., Goete- 
borg, 1916, July. 

The author comes to the following conclusions: 
1. The possibility of superfcetation in the human 
cannot be denied on theoretical grounds. 
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2. Until now no case has been reported proving 
the occurrence of such a case. 

It is impossible to construe a theoretical case that 
could prove the occurrence of superfoetation in the 
human. L. A. ]UHNKE. 


De Lee, J. B.: Meddlesome Midwifery in Renais- 
sance. J. Am. M. Ass., 1916, lxvii, 1126. 


Of great importance is the continued excessively 
high morbidity of both mothers and babies as the 
result of labor. One of the most striking facts of 
the modern hospital treatment of parturient women 
is the still high percentage of women who have 
moderate degrees of fever during the puerperium, 
in spite of most rigorous aseptic and antiseptic 
precautions. 

The author has studied his case cards carefully 
and finds that the majority of women who have 
borne children suffer from physical damage due to 
childbirth. As a cause of uterine disease, child- 
birth is much more frequent than gonorrhcea. 
True, vesicovaginal and other fistulae and complete 
perineal lacerations are more seldom met, as com- 
pared with former times, but minor degrees of lac- 
eration, prolapsus uteri, etc., are no less frequent. 

As a producer of invalidism and semi-invalidism, 
the lacerated cervix is more often culpable than a 
corresponding degree of perineal laceration. The 
patulous os allows the cervical mucous membrane 
frictional contact with the septic vagina; the open 
cervix permits the entrance of bacteria into the 
uterus; the diseased mucosa is a focus of infection, 
and even low grades of inflammation can produce 
bad after-effects. 

Another structure whose physiologic and patho- 
logic importance is not adequately appreciated 
is the web of connective tissue supporting the 
uterus, the bladder, and the rectum. While 
masses of literature have been written on the leva- 
tor and pelvic floor, the importance of injury to this 
connective tissue supporting webbing has received 
scant notice. It may be torn or overstretched by 
the forces of labor or operative interference, or it 
may be thickened and distorted by inflammatory 
conditions. 

There is an idea prevalent that natural labor 
should be curtailed as much as possible. The old, 
time-tried, time-proved and time-honored “‘ watch- 
ful expectancy” in the conduct of labor has been 
replaced by a polypragmasia, pernicious in its ef- 
fects, immediate and remote, for both mother and 
child. Methods to shorten the time of labor have 
been multiplied and great virtues have been claimed 
for them. Without doubt, protracted and painful 
labor does weaken the parturient and requires a 
longer convalescence, but there are no permanent 
effects. In natural labor a few hours more or less 


makes no difference in the immediate recovery. 
Study of the rapidity of the recovery of women after 
delivery will show that the main factor in producing 
slow convalescence is the injury inflicted by labor 
or operative delivery. 
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First among the practices which should be con- 
demned as meddlesome are attempts to cut short 
the period of dilatation of the cervix. The only 
way to dilate the cervix safely is nature’s way. 
Manual dilatation always tears the cervix. Col- 
peurynters often do so, and almost invariably, if 
traction is put on them and, in addition, they pull 
the cervix downward while the uterine action pulls 
it upward. Overstretching and dislocation of the 
cervix result and gynecologic and urologic disease 
follows. 

Another form of interference is the indiscriminate 
use of twilight sleep, gas and oxygen, and other 
anesthetics. In the dispensary service of the 
Chicago Lying-In Hospital postpartum hemorrhage 
is very rare; in the author’s practice it occurs much 
oftener due to the use of anesthetics. The same is 
true of the forceps operation. While the author 
seldom delivers a woman without some form of 
anesthetic, he is trying to reduce the amounts re- 
quired to render the woman comfortable. 

Another practice that should be eliminated is 
making the parturient bear down before the cervix 
is fully dilated and the head passed through it 
on to the pelvic floor. The dislocation of the cervix, 
the stretching of the paracervical tissues, is one of 
the potent causes of procidentia uteri. For this 
reason the author cannot sympathize with the re- 
vival, made at the New York Lying-In Hospital, 
of the obstetric delivery chair. Slow, spontaneous 
delivery should be the object sought, not rapid de- 
livery. 

Too frequent vaginal examinations, ‘ironing out 
the perineum,” must also be condemned. The 
danger of such manipulations is in the installation 
of mild infections which later lead to invalidism. 
For this reason rectal examination should be sub- 
stituted for vaginal in nearly all cases of labor. 

Of all the meddling practices, giving pituitary 
extract is the most dangerous to mother and child. 
Sixteen cases of rupture of the uterus produced by 
pituitary extract are on record. Stowe reports two. 
Others have been recounted and the author doubts 
not that many more have occurred and have never 
been reported. Hardly a month passes but what 
a baby is lost in labor rendered pathologic by the 
use of pituitary extract. Lacerations of the cervix 
and perineum are frequent results of the violently 
rapid delivery under the influence of the drug. 

Another form of meddlesomeness is the too fre- 
quent use of the c#sarean operation. In some 
communities it seems that the only method the ob- 
stetricians know of solving the knotty obstetric 
problems is to cut them. The indication for sec- 
tion should be broadened in placenta previa, in 
eclampsia, and in the anomalies of the mechanism 
of labor. Yet one is appalled when so many flimsy 
indications for the frequent operation are dis- 
covered. 

Even in the treatment of abortion there is too 
much meddling. It is usually possible to stop the 
bleeding and procure complete dilatation by 


tampon, and yet it has been recommended to cut the 
cervix in such cases in order to empty the uterus. 
Epwarp L. CorneELL. 


Holden, F. C.: Obstetrics and Gynecology Under 
Ideal Conditions in a General Hospital. J. Am. 
M. Ass., 1916, Ixvii, 1130. 


The Greenpoint Hospital is located in a densely 
populated and growing section, with a capacity of 
200 beds, devoted to the care of acute cases. Itisa 
modern hospital with modern equipment, made up 
of three departments, medicine, surgery, and ob- 
stetric gynecology, each of which is under the direct 
and continuous charge of a chief; with well-equipped 
pathologic and roentgen-ray laboratories, under the 
care of paid residents, and a trained resident in each 
of the three departments, six interns on a rotating 
service of two years, and fourth year medical 
students as clinical clerks. 

The visiting staff consists of a gynecologist and 
obstetrician in chief, in direct charge of a 50-bed 
service, 25 obstetric and 25 gynecologic beds. The 
service is continuous. There are two associate 
gynecologist-obstetricians, also on continuous ser- 
vice, alternating every four months, one being on 
the obstetric division while the other is on the 
gynecologic division. The dispensary staff is 
intimately associated with the hospital, one of the 
associates serving directly on this staff. 

The house staff consists of a resident, intern, and 
clinical clerks, the resident being a well-equipped 
ex-intern who serves for an indeterminate period of 
time. 

The points about this service which the author 
wishes to emphasize are as follows: 

1. A gynecologic-obstetric service of 50 beds 
under the supervision of one chief on continuous 


‘service. 


2. A dispensary staff intimately associated with 
the hospital. 
3. A house staff in charge of an experienced man 
who is not subject to a regularly recurring change. 
The desirability, even the necessity, of these 
points in a modern hospital should be apparent. 
Epwarp L, 


Garber, J. R.: Significance of the Ammonia Co- 
efficient in Obstetrical Work. South. M. J., 
1916, ix, goo. 

From his observations the author adduces the 
following conclusions: 

The imperfect reaction of the maternal organism 
to the growing ovum is the usual predisposing factor 
in all cases of vomiting in pregnancy. Reflex or 
neurotic influences are usually the exciting factor. 

True toxemic vomiting is accompanied by serious 
changes in metabolism. 

A high ammonia coefficient is not specific. It 
may indicate toxic vomiting or starvation following 
neurotic vomiting, or an acidosis due to various 
causes. The ammonia coefficient is merely a danger 
signal and is always to be considered in connection 
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with the clinical symptoms. This is especially 
applicable to high coefficient. A low ammonia 
coefficient indicates neurotic vomiting and is 
readily treated by suggestion. 

When there are slight. variations of and a per- 
sistently high ammonia coefficient, a positive diag- 
nosis of toxemic vomiting is indicated. When 
the ammonia coefficient curve has wide variations, 
sometimes falling to a low percentage, and is 
associated with pronounced nervous influences, there 
is little doubt that one is dealing with neurotic 
vomiting. 

Chloroform produces characteristic lesions of 
the liver and, therefore, should not be used as the 
anesthetic. The best anesthesia is nitrous oxide 
oxygen. 

The determination of the non-coagulable nitrogen 
coefficient assists in differentiating renal from 
hepatic conditions. Its chief use is to indicate the 
extent of renal involvement. Epwarp L. CornELL. 


Hart, D. B.: The Hunch-back or Gibbous Pelvis. 
Edinb. M. J., 1916, xvii, 150. 


After reviewing the early literature on the 
hunch-back pelvis Hart gives the following as 
special characteristics of that type of pelvis: (1) 
the high position of the promontory and the flatten- 
ing of the angle of the conjugate to the horizon; (2) the 
changes in the sacrum; (3) the changes in the brim 
diameters and upper pelvic strait; (4) the changes 
in the lower strait and outlet. The changes in the 
sacrum are anelongation, a narrowing, and a lessened 
curvature. 

The brim diameters are increased and the upper 
strait made larger than in the normal pelvis. 

In the lower strait the side walls of the pelvis 
converge, the pubic arch is narrow, the ischial 
tuberosities nearer, and thus the pelvic outlet is 
greatly diminished. 

The author then gives an explanation of the 
anatomical and mechanical features which cause 
these changes. 

He summarizes as follows: 
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1. The so-called kyphotic pelvis is more accu- 
rately termed the hunch-back or gibbous pelvis. 

2. The cause of the hunch-back pelvis is kyphosis 
of the spine in the lower spinal or spinal and sacral 


egion. 

3. All the changes in the poise of the hunch-back 
and in its various pelvic straits can be explained 
on the mechanical principles already given and 
these were first clearly set forth by Breisky. There 
is nothing developmental in the pelvic changes 
found in the hunch-back pelvis. D. H. Boyp. 


Plass, E. D.: Foetal and Placental Syphilis. Am. 
J. Obst., N. Y., 1916, Ixxiv, 562. 


The author gives the results of a study con- 
ducted at the Johns Hopkins Hospital. During 
the past four years he has performed autopsies on 
75 babies dead from all causes and has studied 
the organs for the presence of the spirochete 
and the placenta for the histological evidence 
of syphilis. In 47 of the cases the Wassermann 
reaction was determined in the maternal serum. 

The conclusions are as follows: 

The syphilitic placenta is characterized by in- 
creased size and weight, abnormal proliferation of 
the stroma cells, and an obliterative endarteritis 
and endophlebitis. For practical purposes the 
changes are specific and offer very strong evidence 
of the presence of foetal syphilis; whereas their 
absence does not exclude the disease. 

2. The demonstration of the treponema palli- 
dum in the foetal tissues affords an absolute diagno- 
sis of lues but the failure of demonstration proves 
nothing. 

3. There are many discrepancies between the 
histopathological findings in the placenta and 
foetal tissues and the Wassermann reaction, and he 
believes that the complement fixation on the 
mother is of less value in accurately diagnosing 
foetal syphilis than the other two methods. 

4. The diagnosis of foetal syphilis should be at- 
tacked from all points and absolute reliance should 
not be placed upon any one method. C. H. Davis. 
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ADRENAL, KIDNEY, AND URETER 


Pearse, H. E.: Cysts of the Adrenals. 7r. West. 
Surg. Ass., St. Paul, 1916, Dec. 


In reviewing the subject the author states that 
in the English literature the papers of Doran of 
London (Brit. M. J., 1908) and Andrew McCosh 
of New York (Amn. Surg., June, 1908) stand alone. 
In German C. Henshen’s article (Klin. Chir., 1906 
xlix) reviews practically all cases. Nothing ap- 
pears since these dates. 

Cysts are due to the well-known tendency of 
the adrenals to undergo hemorrhage: hence one 
may with profit study the distribution of adrenal 
rests in the kidney, ovary, and broad ligaments as 
the possible cause of obscure haemorrhagic tumors of 
these parts. 

Fourteen cases are reported in the literature of 
which seven were postmortem reports or were 
complications of other adrenal tumors. The other 
cases were well-defined blood cysts of the adrenal 
glands. 

The author reports the case of a waitress with a 
history of right side pain of a cramping nature, on 
several occasions —she thought five or six. A large 
tumor was present in the upper right abdomen; 
shock, pain, difficult breathing, rapid pulse — 7:30 
p.m. 80°, 8:30 p.m. 100°, 9 p.m. 120°, 9:30 p.m, 
140°. 

Operation showed a cyst covered with peritoneum 
attached to the back above the right kidney. The 
liver, gall-bladder, stomach, duodenum, and kidney 
were identified and were not concerned in the cyst. 
All organs were displaced by the cyst which was 
as large as an adult head. The sac was opened 
and contained about two quarts of blood fluid and 
two quarts of clots. Below the clots was a soft 
whitish mass which proved to be old haemorrhage. 
The sac was marsupialized. The patient recovered. 
The operation took place Dec. 5, 1915. ‘The patient 
was well one year later. 


Colonna, G.: Contribution to the Study of the 
Statics and Ptosis of the Kidney (Contribution 
allo studio sulla statica e sulle ptosi del rene). Gior. 
d.r. Accad. di med. di Torino, 1916, Ixxix, 295. 


Colonna has made a number of experiments on 
cadavers, following the procedure carried out by 
Wolkoff and Delitzine in 1897, to determine especial- 
ly the effects of intra-abdominal pressure on the 
mechanics of the kidney. The results of his in- 
vestigations show him (1) that any visceral compres- 
sion whatever, including even a simple contact of the 
viscera against the kidneys, must in all circumstances 
be exercised against these organs; (2) that the pres- 


sure will naturally vary in strength and intensity 
according to the special conditions of the abdominal 
contents, the position of the individual, and active 
muscular movements or simple tonicity of the ab- 
dominal walls; and that while in exceptional circum- 
stances the pressure may reach a high degree, yet 
in ordinary conditions it is much less than is believed 
and such pressure exerts almost an unappreciable 
action on kidneys of ordinary size and weight. 

His experiments have satisfied him that intra- 
abdominal pressure plays a very small part in the 
production of kidney ptosis. W. A. BRENNAN. 


Lorin, H.: Kidney Wounds (Plaies du rein). Bull. 
_ et mém. Soc. de chir. de Par., 1916, xlii, 2221. 


Lorin’s report was submitted by Leguen who 
stated that such reports were infrequent, foras a gen- 
eral rule kidney injuries are only reported in con- 
junction with abdominal wounds of which they 
often constitute a complication. 

Three cases are reported. In the first the injury 
was by a bullet and was benign. The bullet en- 
tered in the right hypochondriac region and issued 
in the right lumbar region, about 5 or 6 cm. from 
the median line. There were no particular symp- 
toms and the man recovered without incident. 
The two other cases were more grave — urine flowed 
through the wound orifice, with consequent in- 
fection, fever, and aggravation of the general con- 
dition. On account of these complications Lorin 
in both these cases practiced a nephrectomy and 
he was confirmed in his opinion that a spontaneous 
recovery would not have been effected. One of 
the patients recovered and the other who had 
coexisting thoracico-abdominal injuries succumbed. 

LEGUEN believes that discrete repeated hematuria 
suggests the presence of a foreign body in the kid- 
ney. Radiography can affirm it. But often such 
foreign bodies are in contact with the larger vessels 
and removal will compromise the kidney. Hama- 
turia in itself is not a sign of the gravity of the 
kidney lesion. In fact it is almost inversely pro- 
portional to it, because it is natural, when the 
kidney is badly torn, that the hemorrhage should 
pass into the perirenal space and that only a small 
part should pass through the ureter. In a kidney 
wound, therefore, hematuria should not be awaited 
as an operative index. But it is not so when there 
is a primary discharge of urine from the wound 
orifice. This generally indicates either an injury 
of the ureter or a kidney wound and is a harbinger 
of infection. Under such circumstances there can 
be but little hope of a spontaneous reparation and 
a primitive urinary discharge of this kind is an 
indication for immediate surgical exploration. 
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Leguen, however, thinks that Lorin’s views as to 
the necessity for nephrectomy in such cases is 
rather exaggerated. He has had under his own 
care three patients with kidney injuries, with 
prolonged and abundant discharge of urine through 
the wound, and all have been cured without 
nephrectomy. 

In the discussion the views expressed supported 
the opinion of Leguen. W. A. BRENNAN. 


Bugbee, H. G.: Traumatic Injuries of the Kidney 
and Ureter. Ann. Surg., Phila., 1916, lxiv, 459. 


The author has collected histories of over 1,100 
cases of trauma of the kidney and ureter, incor- 
porating into his collection 8 personal cases. The 
following conclusions are reached: 

1. The small number of recorded cases of trau- 
matic injuries to the kidney and the ureter, as com- 
pared with traumatic injuries in general, may be 
accounted for in part by the failure to make a cor- 
rect diagnosis, and in part by the fact that many 
cases are dismissed as cured following a period of 
rest and expectant treatment, with temporary 
amelioration of symptoms. 

2. A careful follow-up system would doubtless 
throw a different aspect on many of the cases treated 
expectantly and dismissed as cured, as occurred 
with 3 of the author’s series. 

3. In all probability many cases of the vague 
symptom-complex, neurasthenia, might be cleared 
up by a more careful study of the history and the 
symptoms in relation to the possibility of traumatic 
injuries of the urinary system, especially the kidney. 

4. In no case where any of the evidence directs 
attention to this part of the body, should too much 
dependence be placed on the cardinal symptoms, 
as to their absence or presence. 

5. Prompt and painstaking diagnosis and the 
application of treatment in accordance with the 
exigencies of each case will tend to lessen the 
mortality and the remote results of the injury, and 
will lead to the conservation of functioning kidney 
tissue in many cases in which ultimate nephrectomy 
would otherwise be necessary. I. S. Koz. 


Jonas, L., and Austin, J. H.: Value of the Ambard 
Quotient in the Estimation of Renal Function. 
Am. J. M. Sc., 1916, clii, 560. 


The cases in which a study of the quotient derived 
by applying Ambard’s formula as modified by Mc- 
Lean was made, may be divided into three groups: 
(1) cases in which there was no clinical or laboratory 
evidence of nephritis, nor marked vascular disease, 
nor cardiac decompensation; (2) cases with definite 
evidence of nephritis; (3) a few cases with no defi- 
nite nephritis, but in which there was vascular 
disease, cardiac decompensation, or both. 

They conclude that the Ambard formula in its 
original form or as modified by McLean does not 
express exactly the law of renal function with re- 
spect to the elimination of urea, and that this is 
particularly true as regards the effect of urinary 
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urea concentration. The upper limit of blood urea 
in non-nephritic and in normal individuals under 
ordinary conditions is about 0.35 gm. urea per liter 
of blood (Tileston and Comfort). Figures higher 
than this are, under ordinary conditions of diet, 
to be considered evidence of impaired renal function. 

In using Ambard’s formula as modified by 
McLean, it was found that in the great majority of 
nephritic cases a lowering of the index was ac- 
companied by an elevation of the blood urea above 
normal limits, 0.35 gm. per liter, and that the index 
afforded no information of diagnostic or prognostic 
value that could not be as readily deduced from the 
the blood urea alone. In certain cases the index 
was found to be lowered when the blood urea was 
within normal limits. This was especially true in 
arteriosclerotic cases and in cases with cardiac 
decompensation, which probably detracts from the 
clinical value of the index as compared with that 
of the blood urea rather than the reverse, since it is 
of importance to distinguish between cases of a 
vascular and of a renal character. 

In the determination of the index there is a 
possibility of error arising from incomplete collec- 
tion of the urine, an error which cannot occur in 
the blood urea estimation. 

The urea index estimated repeatedly in the same 
individual exhibits wider variations in normal or 
non-nephritic individuals than in nephritic. 

The conclusion of these studies is that for purposes 
of ordinary clinical diagnosis and prognosis the 
estimation of blood urea is a more reliable and more 
useful guide than is the urea index or the Ambard 
quotient. E. K. ARMSTRONG. 


Beer, E.: The Interpretation of Functional Renal 
Tests with Special Reference to the Significance 
of Minimal Excretion of Phthalein and Indigo- 
Carmin. Aun. Surg., Phila., 1916, Ixiv, 434. 


The patients who exhibit a low excretion of phtha- 
lein and indigo-carmin fall naturally into four 
classes. Their operability depends not so much 
upon the result of the primary test as upon the 
cause of the renal damage, the probable recupera- 
tive power of the kidneys when the cause of the 
damage is removed, and the manner in which the 
operation is performed. The last should be so 
done that the least possible strain is placed on the 
kidneys, therefore nitrous oxide or spinal injection, 
or local infiltration should be selected as the an- 
zsthetic and the operation itself should be performed 
with all possible speed. 

Cases with renal damage due to such extrinsic 
causes as prostatic hypertrophy, which show no 
improvement of function after the institution of 
regular catheterization or the establishment of a 
suprapubic fistula may not be operated upon. 
Similar cases showing improvement may be op- 
erated upon with comparative safety. 

When the lowered output is due to inhibition, toxic 
or reflex, but one kidney being the seat of demon- 
strable disease, operation may be performed. 
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In cases of bilateral renal disease, the lowered 
output being due to lesions in both kidneys, opera- 
tion should be performed in the manner above 
described, the better kidney being first attacked. 

The author describes seventeen cases in con- 
siderable detail illustrating these four classes of con- 
ditions. S. W. Moorweap. 


Heineberg, A.: Uteroscopic Findings. Am. J. 
Obst., N. Y., 1916, lxxiv, 612. 


From a study of the interior of the uterus in 
different conditions the author states that the 
normal mucosa is dark red in color and of a velvety 
appearance. It bleeds easily when subjected to 
even slight trauma. The pathological conditions 
which he has studied present the following features: 

1. In chronic interstitial endometritis of the 
haemorrhagic type the uterine mucosa appears thin- 
ner, paler, and less velvety. 

2. In chronic glandular endometritis especially 
when associated with polypoid degeneration the 
mucosa is thicker, paler, and distinctly shaggy in 
appearance. The shagginess is made up of small 
villous and polypoid masses which appear more 
distinct if viewed while the irrigating fluid is running 
into the uterine cavity. 

3. Isolated mucus polyps have about the same 
color as the normal mucosa and may present small 
dark areas of hemorrhage, though this is rare. 
They engage in the opening of the ureteroscope 
and may be seen to move in the irrigating stream. 

4. Carcinoma of the corpus uteri, in the one 
case examined presented itself as many irregular, 
pale, yellowish, and pink polypoid masses which 
filled the cavity of the uterus. The features which 
seemed to distinguish it from diffuse polypoid en- 
dometritis were the greater friability of the mass and 
more profuse bleeding when pieces of it were broken 
off with the end of the ureteroscope. 

5. Chorio-epithelioma, of which he has examined 
but one case, was the only condition which presented 
a circumscribed, bright red tumor. 

6. The distinctive feature of incomplete abortion 
is its mottled surface, on which yellow areas are 
irregularly interwoven with dark red or bluish-red 
areas, where the blood-clot has adhered. 

C. H. Davis. 


Fullerton, A.: Use of the Opaque Ureteral Catheter 
to Localize Missiles in the Region of the Kid- 
ney and Ureter. Brit. J. Surg., 1916, iv, 278. 


The author gives his experience in the use of 
the opaque ureteral catheter in determining whether 
a missile is within the kidney or situated outside 
the organ. If actually in the kidney, it should be 
removed, but if in the perirenal tissues it may do 
no harm. 

The X-ray can give only approximate results 
when a mobile organ like the kidney is under con- 
sideration. But the opaque ureteral catheter com- 
bined with stereoscopic radiography gives excellent 
results in the determination of a foreign body. 
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The author reports two cases, giving illustrations 
of this method of localization, in both of which 
operation confirmed the findings. W. E. Lower. 


Schilling, H.: Hzemorrhage at Urethral Catheter- 
ization (Blutung bei Ureterkatheterization). Tr. 
XI. North. Surg. Cong., Goeteborg, 1916, July. 


Red blood corpuscles are not important findings 
in urine collected by ureteral catheterization as they 
are present in 40 to 50 per cent of normal cases. 
In passing catheters into the ureters of 30 normal 
people the author found red blood-cells in 90 per 
cent of the cases (with a No. 7 lense, 2 to 3 red cells 
to a field). The hemorrhage is caused by the circu- 
lar and longitudinal contractions of the ureter 
around the catheter. The longer the catheter is in 
the ureter the more likely the hemorrhage, there- 
fore the first urine gives most accurate results. The 
hemorrhage is not prevented by putting oil on the 
catheter but the contractions of the ureteral muscu- 
lature can be inhibited by atropine. 

In the discussion EKEHORN stated that in tuber- 
culosis of the kidney he had observed that in 
catheterization of the ureters hemorrhage is much 
more likely to occur from the healthy side. 

L. A. JUHNKE. 


BLADDER, URETHRA, AND PENIS 


Pelouze, P. S.: Cystoscopic Rectovesical Transil- 
lumination. JN. Y. M.J., 1916, civ, 740. 


By inserting a cystoscope into the bladder, 
dilating that viscus with a perfectly clear medium, 
turning off the cystoscopic light and inserting an 
electric bulb into the rectum, it is possible to 
transilluminate the intervening structures. With 
this procedure the tiniest blood-vessels in the base 
of the bladder can be seen distinctly and changes 
in tissue thickness can be determined readily by the 
varying intensity of the transmitted light. 

In the normal condition the light is first seen in 
the midline about one and one-half centimeters 
posterior to the urethral vulva and can be followed 
laterally until it disappears beneath the ampulle 
and seminal vesicles, or posteriorly far up on the 
bladder wall. The opening and closing of the 
ureteral orifices can be seen and, in some cases, the 
ureter followed for quite a distance. 

The method is of value in determining tissue in- 
filtrations such as inflammation of the seminal 
vesicles and growths involving subvesical structures. 
It should also be possible to see stones in the lower 
end of the ureter. 

To avoid the possibility of burning the rectal 
mucosa a light carrier conforming to the rectal curves 
has been devised in which the light bulb is sur- 
rounded by an air chamber. 


N.Y. M. 


Buerger, L.: Tumors of the Bladder. 
J., 1916, civ, 841. 


The author bases his report upon the study of 113 
tumors of the bladder that have come under his 
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observation at the pathological laboratory of Mount 
Sinai Hospital during the past ten years, and more 
than 25 other vesical tumors; he believes the 
statement, that the pathological diagnosis of car- 
cinoma is possible in most cases. 

Systematic and thorough pathological investiga- 
tions of papillomata and carcinomata of the bladder 
forced the conviction upon the author, that certain 
peculiar abnormalities in the conformation of the 
cells regularly mean the presence of either primary 
carcinoma or carcinomatous change in papilloma. 
The most characteristic of these abnormalities are 
cells manifesting irregularities in size and shape; 
nuclei within chromatin; cells with typical mitoses; 
giant cells; and multinucleated cells. Moreover, 
corroborative evidence was found in a disturbed 
relationship of the cells to each other in a loss of the 
typical palisade arrangement of the cells, in the 
presence of long fusiform or compressed types of 
cells, in the existence of infiltration of the stroma and 
penetration of the basal membrane, in the presence 
of cells in the capillaries, and, finally, in the ocur- 
rence of the epithelial cells in the submucous or 
muscular coats of the vesical wall. All these 
changes, when occurring in papillomata of the blad- 
der, indicate the presence or beginning of carcino- 
matous change, and whenever such cells are present, 
a thorough search will often disclose other evidences 
of malignancy. 

These morphological criteria are present in parts 
‘ of the tumors that are accessible to diagnostic 
methods. 

Most noteworthy are the author’s views with 
regard to the long-mooted question of a papilloma 
undergoing malignant change. That such a change 
takes place very frequently is demonstrated by 
the fact that in 13 out of his 52 cases of carcinoma, 25 
per cent, a metamorphosis of papilloma into car- 
cinoma occurred. This change takes place in ac- 
cessible portions of the tumor, or anywhere on the 
surface, or in the deeper parts of the villi; in the 
early stages the villi alone may be involved and 
villous changes may be accompanied by infiltration, 
by invasion of the deeper parts, or by metastases in 
the capillaries. All these stages in the transforma- 
tion of a papilloma into carcinoma could, in the 
various specimens examined for that purpose, be 
followed up to the point of complete transformation 
or even to the stage of an infiltrating carcinoma 
involving all the coats of the bladder wall. 

The various changed papillomata are grouped into 
six types, which are characterized by epithelial 
changes alone, by cell changes together with in- 
filtration of the stroma or such associated with 
invasion of the capillaries of the stroma, by cellular 
changes in the stroma and nests of cells in the 
pedicle, by exclusive surface epithelial changes 
associated with slight foci of invasion into the 
pedicle, and finally by surface changes with distinct 
carcinomatous change in the periphery of the 
growth. 

In accordance with these histological findings the 
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various types of papilloma and carcinoma are 
grouped in papilloma, infiltrating papilloma, papil- 
loma with early changes into carcinoma, primary 
papillary carcinoma and, finally, primary squamous- 
celled carcinoma. 

The histological diagnosis of all these tumor 
varieties does not so much depend upon the ac- 
quisition of a large amount of material, as upon the 
ability to detect and correctly interpret early mor- 
phological alterations charactistic of carcinoma. 
As a rule a reasonable amount of material is available 
either by the snare, or, for obtaining peripheral 
portions of the growth, by the punch forceps, or, 
in case of sessile tumors, by the cystoscopic punch 
forceps or the Young rongeur. 

In this way, the author concludes that in most 
instances a differential diagnosis between vesical 
papillomata and carcinomata can be made on a 
pathological basis. MartTIN Krorozyner. 


Geraghty, J. T.: Treatment of Bladder Tumors. 
N. Y. M. J., 1916, civ, 838. 

Geraghty presents a brief, but comprehensive 
and lucid review upon the relative value of the 
various therapeutic methods of bladder-tumors; the 
report is based upon a series of 180 cases that came 
under observation at the Brady Urological In- 
stitute. 

While from a histopathological viewpoint malig- 
nant papillomata are true carcinomata, they must, 
nevertheless, be placed in one class with the benign 
papillomata as regards their response to therapeutic 
measures. Experience at Young’s clinic in recent 
years indicated that benign and malignant papillo- 
mata react equally favorably to fulguration. How- 
ever, there seems to be a marked difference in the 
promptness of response to fulguration between the 
benign and the malignant papillomata. While the 
typical benign papillomata, as a rule, vanish with 
astonishing rapidity, malignant papillomata dis- 
appear very slowly, and frequently require many 
times the amount of treatment which would be 
necessary for the benign forms of the same size. 

Excision or resection of the bladder wall is to be 
considered as the ultima ratio and should be reserved 
for those cases (papillary carcinoma) in which in- 
travesical fulguration treatment appears to be 
impossible. A very careful technique should be ob- 
served in the handling of these cases and measures 
be adopted to prevent implantation on the re- 
mainder of the bladder wall. 

The systematic opening of the bladder, with sub- 
sequent fulguration, offers no advantage over the 
intravesical procedure. As regards the percentage 
of recurrences the results to date at the Brady clinic 
seem to warrant the belief that a not inconsiderable 
proportion will be free, as the tendency for recurrence 
grows progressively less after the first year. 

Radium has been of great value in the treatment 
of malignant bladder tumors, and the best results 
have been obtained when the radium was placed 
directly against the growth by means of the Young 
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radioscope, while the rest of the bladder wall is 
screened. 

The combination of radium and fulguration seems 
to promise much for the future. However, radium 
has not yet given sufficiently encouraging results to 
warrant its employment in preference to resection in 
apparently operable cases. 

Following resection cystoscopies should be per- 
formed at frequent intervals, especially for the 
first year, and recurrences, if noted, should be 
treated as early as possible by a combination of 
fulguration and radium. MartTIN KRrotozyner. 


Walker, J. W. T.: Treatment of Papilloma of Blad- 
der by the High-Frequency Current. Brit. 
J. Surg., 1916. iv, 259. 

Prior to 1910, there were two procedures for 
treatment of papilloma of the bladder, the open 
method by suprapubic operation and the intra- 
vesical method. Beer’s new method of exposure to 
the high-frequency current, however, revolutionized 
the treatment of this condition. 

The author describes in detail his employment of 
the bipolar current, with the cautery electrode in- 
troduced along the catheter tunnel, and the cautery 
pad in the suprapubic region, under the sacrum or 
on the thigh, depending on the location of the 
growth. 

In treating small papillomata, the platinum ter- 
minal is applied directly to the growth, being sunk 
into its center. The mass quickly whitens, and 
part or all of it comes away on the point of the 
electrode. In a larger growth, parts of it are de- 
stroyed at atime. ‘The papillomata are insensitive 
and the passing of the current causes no pain. 
Care, however, must be used to avoid touching the 
bladder mucous membrane. If the fluid medium 
becomes cloudy with blood and débris, the bladder 
must be washed out before further application. 
At the end of the sitting, a thorough irrigation with 
weak silver nitrate solution is advised. 

The method is not without difficulty, the position 
of the growth proving an important factor. The 
papilloma in the region of the trigone, or near the 
ureteric orifice, or low down on the posterior wall 
of the bladder is in an ideal location for treatment 
by this method. However, it is difficult to reach 
a growth behind a fold in the bladder wall, or in the 
neighborhood of the internal meatus. Enlargement 
of the prostate may also interfere with the necessary 
manipulation. 

Not all growths of the bladder are suitable for 
treatment by this method. Certain multiple coa- 
lescing papillomatous growths had better be excised. 
Neither should this method be used in cases of 
malignant growths, because the destroyed tissue on 
the surface is very rapidly replaced, and the general 
effect of the current is to stimulate the growth of 
the undestroyed cancer-cells. 

During a period of two years, the author treated 
33 cases of papilloma of the bladder with the high- 
frequency current. From one to eleven treatments 
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were given each patient. In fourteen of the cases, 
the growths were entirely destroyed in one sitting, 
while in only five were more than five treatments re- 
quired. The danger of recurrence is no greater 
than after operative measures have been em- 
ployed, and the use of the high-frequency current 
incurs a much less loss of time on the part of the 
patient. W. E. Lower. 


Thomas, G. J.: Diverticula of the Urinary Bladder. 
Surg., Gynec. & Obst., 1916, xxiii, 378. 


The author reviews the embryology of the blad- 
der and cites the opinions of various authors rela- 
tive to the etiology of diverticula. Methods are 
discussed which have been developed from a clinical 
study of 27 cases. Previous infection, urinary symp- 
toms, clinical and cystoscopic data, roentgen find- 
ings, medical and surgical treatment, complications, 
—* and postmortem findings are taken up in 

etail. 

Many writers maintain that the bladder is derived 
from the allantois while Prentiss and others be- 
lieve that the organ is derived from the cloaca. 
The openings of most diverticula have been found 
at the point where union between embryonic struct- 
ures should take place. 

Diverticula may be divided into (1) congenital: 
the hour-glass and double split or bifid bladder; 
(2) acquired: divided according to their etiology 
into (a) intra-uterine, (b) obstacles to urination, 
and (c) traumatic. 

At the Mayo Clinic 27 cases of diverticula were 
observed up to November 1, 1915. Of these 14 
patients were operated on, 7 were not operated on, 
and 6 cases were found at autopsy. The average 
age of the patients was 51 years; the average age 
of onset of symptoms 43 years. Of the series 21 
sper cent had urethral infection, 7 per cent had 
stricture, 18 per cent had had previous operations — 
2 upon the prostate, 3 explorations of the bladder — 
22 per cent had trauma of the suprapubic area or of 
the bladder. 

There was difficulty of urination in 7o per cent; © 
it was the first symptom in 4o per cent. Thirty- 
three per cent had retention; 11 per cent had in- 
continence. Frequency was noticed in 85 per cent. 
Blood was a symptom some time during the history 
in 29 per cent. In 2 only did symptoms begin in 
childhood. 

The most noticeable clinical findings other than 
those of the urinary tract were loss in weight and 
strength. These occurred in 40 per cent and were 
secondary to urinary infection. Complete cysto- 
scopic examinations were made in 19 cases. Marked 
cystitis was found in 84 per cent; cancer was found 
in 15 per cent; stone in 21 per cent; urethral stricture 
in 15 per cent; and prostatic obstruction in 42 per 
cent. In 6 cases the openings of the diverticula 
were near the ureters — on the right side in 2 cases, 
on the left side in 4. In 6 cases the openings were 
found on the floor of the bladder — 2 were near the 
urethra, 4 toward the posterior wall. In 2 cases the 
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openings were in the dome. An hour-glass bladder 
was observed in one instance. In 4 cases there 
were multiple diverticula. In 13 cases generalized 
trabeculation of the bladder was noted. 

A leaded catheter may be introduced into the 
diverticulum to demonstrate its outline in the 
cystogram. Inthe Mayo Clinic this has proved the 
best method of demonstrating diverticula. 

In suspected cases a cystogram taken after in- 
jection of opaque fluids will demonstrate diverticula 
in a large percentage of cases. Care must be ex- 
ercised in exposing the plates so that the shadow of 
the diverticulum is not superimposed upon that of 
the bladder. 

Medical treatment is palliative and should be 
used only when surgical methods are contra- 
indicated. In the series reported 14 patients were 
operated on. The diverticulum was resected in 6 
—extraperitoneal 4, intraperitoneal 2. Drainage 
preliminary to resection was done in 2 cases, in 6 
drainage operations only or the diverticular openings 
enlarged. 

Surgical complications were: cancer, stones in 
the bladder, benign hyperplasia of the prostate, and 
urinary infection. Perforation was found in one 
instance only, a report of this case is included in the 
original paper. 

In the cases resected there were no fatalities; in 
cases complicated with stones, carcinoma, or marked 
renal infection the mortality was high. At necropsy 
marked pyelonephritis was found in 80 per cent of 
the cases; a severe grade of nephritis was found in 
78 per cent. 

The conclusions are as follows: 

1. The embryology of the bladder has not been 
definitely determined and incomplete development 
accounts for the pathology in but a few cases. In 
some instances the condition may be congenital, 
but other factors seem necessary before symptoms 
develop. 

2. In the cases described the average age of on- 
set — 43 years— would indicate that acquired 
factors (obstruction 86 per cent) seem necessary 
for the development of diverticula clinically. 

3. Trauma was a factor in 22 per cent of the cases. 

4. The cystogram and leaded catheter are of 
great aid in diagnosis and may be the only positive 
findings. 

5. Surgery’ is the best method of treatment. 
The choice of operation depends on the location 
and size of the diverticulum. 

6. When resection is possible, the mortality will 
be negative. In complicated cases the mortality 
will be high because of renal and vesical infection. 


Magni, E.: Peritoneal Inundation of Urine; the 
Reparatory Power of the Bladder (L’inondazione 
peritonéale di orina; il potere di riparazione della 
vesica). Clin. chir., 1916, xxiv, 812. 


The author reports two cases. The first was a 


vesical calculus in a woman with a consequential 
vesicovaginal fistula. 


Magni did an epicystotomy, 
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extracted the calculus, and closed the wound think- 
ing that the fistula would suffice for the evacua- 
tion or urine from the bladder. This, however, did 
not occur and on the second day there was peri- 
toneal inundation of purulent urine. A drain was 
placed and the alarming phenomenon subsided. The 
patient was in good condition after two months, 
the bladder being capable and elastic. 

The second case was a vesical neoplasm which 
necessitated an almost total cystectomy, the 
vesical neck and trigone alone remaining. There 
was a peritoneal inundation of urine but without 
grave consequences. After about a month the 
patient left the hospital, the hypogastric wound 
being closed and the patient being able to urinate 
spontaneously and not too frequently, the specific 
sign of neoformation of a bladder. 

The two cases demonstrate that peritoneal 
inundation of even purulent urine does not always 
have the grave consequences which some attribute to 
it; and also that the bladder has an extensive power 
of repair. W. A. BRENNAN. 


Prior, S.: Experiences Regarding the Clinical 
Value of Goldschmidt’s Posterior Urethro- 
scopic Examination (Erfahrungen ueber den 
klinischen Wert der Goldschmidtschen Urethro- 
scopia posterior). Tr. XI North. Surg. Cong., 
Goeteborg, 1916, July. 


The author briefly discussed the urethroscope and 
its principle, the optical apparatus, and irrigation 
by means of it, after which he discussed the ap- 
pearance of the healthy urethra. He emphasized the 
importance of the neurologist’s being able to deter- 
mine whether a ‘‘sexual neurasthenia”’ rests on a 
pathological basis or not. The different forms of 
urethritis were then discussed and the endoscopic 
findings in chronic prostatitis. Its importance to 
the surgeon was also mentioned, making it possible 
not only to diagnose accurately “‘ Mercier’s bar- 
riere’’ and urethral tumors but also to treat them 
with the galvanocautery. 

He emphasizes the fact that a much earlier and 
more detailed diagnosis of prostatic hypertrophy is 
possible by means of it, and that it can be differen- 
tiated from carcinoma and atrophy of the prostate. 
In the latter condition a galvanocauteric incision of 
the bladder orifice should be tried before Freyer’s 
prostatectomy is performed. L. A. JUHNKE. 


GENITAL ORGANS 


Cunningham, J. H., Jr.: The Treatment of Genital 
Tuberculosis in the Male. Surg., Gynec. & Obst., 
1916, xxiii, 385. 

The author’s report is based on postmortem and 
clinical data. Thirty-five postmortem examinations 
of the whole genital tract show that in the presence 
of tuberculosis of the epididymis, similar lesions 
exist in the prostate or vesicles in nearly every 
instance; that tuberculosis of the kidney and blad- 
der are often present; that lesions in the vesicles 
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and prostate often exist when the lesions are not 
detectable by the usual methods of clinical ex- 
amination. 

Clinically, in 86 patients the lesions were palpable 
in the vesicles in 41, and in the prostate in 49, and 
the examination of material expressed from these 
structures showed the tubercle bacillus in smears 
in less than 15 per cent of the cases examined. Of 
these 86 cases the bladder and kidney were examined 
in 51; the bladder was tubercular in 16 and one or 
both kidneys infected in 16. In this series the lungs 
were definitely infected in 67, 3 had hip tuberculosis 
and 5 Pott’s disease. 

A consideration of the literature, both post- 
mortem and clinical, bearing upon this subject 
confirms the author’s findings that tuberculosis of 
the epididymis is associated with tuberculosis of 
the vesicles and prostate in most instances and that 
the upper urinary tract is frequently infected; 
further that the disease in the genital system is 
usually secondary to a tubercular process elsewhere 
in the body. The author believes that these facts 
must be taken into consideration in treatment 
and that a complete examination of the individual, 
as well as the urinary system, by cystoscopy and 
ureteral catheterization, or at least a catheter speci- 
men of the bladder urine should be a part of the 
routine study, prior to the consideration of opera- 
tion. He points out that the destruction of the 
local focus is but the first step in the process of treat- 
ment and that the whole problem of treatment is 
one of immunizing the individual as surgery can 
not free the patient of the disease as such, but the 
removal of accessible foci by surgery renders the 
patient more amenable to the methods of im- 
munization. 

After considering the end-results by the methods 
of treatment previously employed, Cunningham 
advocates castration or epididymectomy as the case 
may indicate and the destruction of the lesions in 
the vesicles and prostate by injecting about one 
dram of crude carbolic into the vas deferens, so 
as to reach the disease in the vesicles. Following 


the operative procedure attempts to immunize the 
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patient against the remaining tubercular process 
by tuberculin and hygiene, should be continued 
indefinitely. The results of this form of treatment 
are better than by other methods. 


Sofia, A.: A Case of Tuberculosis of the Epididymis 
Treated by Durante’s Method (Sopra un caso di 
tuberculosi dell’ epididime guarito con la cura alla 
Durante). Gazz. d. osp. e d. clin., Milano, 1916, 
XXXVI, 1229. 

Sofia reports a case which he believes to have 
been undoubtedly true tubercular epididymitis 
and which was treated by iodine injections according 

to Durante’s method. In the course of one and a 

half years 18 injections were made in the body of 

the epididymis and more than 300 hypodermic in- 
jections. 

After the treatment the epididymis appeared to 
be of normal volume and no longer showed any 
symptoms of disease. W. A. BRENNAN. 


MISCELLANEOUS 


Laurenti, T.: Partially Calcified Fibrolipoma of the 
Perineal Region (Fibro-lipoma, pazialmente cal- 
cifico, della regione perineale). Gazz. med. di Roma, 
1916, xlii, 198. 

The perineal region, like all regions in which adi- 
pose tissue exists, may give rise to lipomata; but in 
this region they are only rarely developed and may 
be wrongly diagnosed if there is not an accurate 
objective examination. 

The author reviews the literature of the subject, 
since the first observation by Malogodi in 1838 
down to date, and reports a personal case in a man 
of 59, who 8 years before had noted a cyst-like swell- 
ing in the left section of the scrotum; mobile and 
indolent, but which continually increased in size. 
For about a year he had had urinary disturbance. 
After an incision over the tumor it was found im- 
planted on the superficial perineal aponeurosis. 
It was totally enucleated and was found on micro- 
scopical examination to be a calcified fibrolipoma. 

W. A. BRENNAN. 


SURGERY OF THE EYE AND EAR 


EYE 


Plaza, H. L.: Tumor of the Interpeduncular Region 
(Tumor de la region interpeduncular). Prensa méd., 
Argent., 1916, iii, 112. 

The author reports the case of a man of 30 who 
came to his neurological clinics with ocular troubles, 
which had commenced in December, 1915, with 
double vision in certain directions. Later there 
was difficulty in raising the upper left eyelid; the 
eye remained closed and on raising the lid objects 
were seen double. Examination showed the left 
pupil larger than the right, with immobility and 
absence of accommodation. A Wassermann exam- 
ination of the blood and spinal fluid being positive, 
the patient was put on specific treatment. The 
condition gradually became worse. ‘The right 
eyelid was affected, then the limbs became involved 
so that the patient became unable to walk and 
passed into a comatose state. By March, 1916, 
he showed Weber’s syndrome of paralysis of the 
left ocular region and right hemiplegia. The hemi- 
plegia and somnolency increased. Spasmodic 
movements in the limbs were observed with 
Babinski’s sign bilateral. The patient died in April. 

Autopsy confirmed the diagnosis of tumor of the 
interpeduncular region of a probably tuberculous 
nature on account of the patient’s antecedents. 
There was a tuberculoma a little larger than a nut 
in size at the level of the interpeduncular zone. 

W. A. BRENNAN. 


Morax, V., and Moreau, F.: Etiology of Ocular 
Wounds in War (Etiologie des blessures ocularies 
par projectiles de guerre). Ann. d’ocul., 1916, 
xliii, 321. 


The authors’ report on ocular wounds in war is 
based on their personal experience since the month 
of September, 1914. Since then they have ob- 
served 698 traumatic lesions of the visual apparatus 
by projectiles or weapons: 341 were shell injuries; 
191 bullet injuries; grenade wounds, 82; bombs, etc., 
63; miscellaneous, 21. 

Whatever may be the nature of the projectile 
loss of vision is brought about in five different ways: 
(1) by contusion whether direct or indirect; (2) 
by rupture of the ocular membranes with or with- 
out penetration; (3) by global infection after injury 
of the ocular tissue; (4) by section of the optic nerve 
or of the oculomotor nerves; (5) by intracranial 
lesions involving the optic centers. The authors 
discuss these causes in detail. 

Of the 341 shell wounds, 75 were due to large 
fragments of projectile, 96 to middle sized, and 170 
to small fragments or metallic dust. Of the ror 


bullet wounds, 153 were due to the complete bullet 
entering the eye and the others were fragmental 
bullet injuries. 

Of the total 698 eye injuries only in 160 cases was 
useful sight retained or restored in the injured eye. 
Enucleation had to be practiced in 293 cases. 

W. A. BRENNAN. 


LoBianco, F.: Primary Tuberculosis of the Eye 
(Sulla tubercolosi primitiva dell’ occhio). Gazz. 
med. di Roma, 1916, xlii, 258. 

Tubercular lesions of the conjunctiva as of the 
iris and choroid are not rare; yet it has not been de- 
termined at the present time whether such lesions 
are primary in origin or are secondary to some 
tuberculous processes of the organism. LoBianco 
has undertaken experimental researches to elucidate 
this point. His experiments have been made on 
guinea pigs, the material used being a pure culture 
from human tuberculosis in gelatinized agar, the 
virulency of which was tested and proved. 

The animals were divided into four series: (1) 
controls; (2) animals having the right palpebral 
conjunctiva scarified; (3) animals with superficial 
scarification of the cornea of the right eye; (4) 
animals with deep scarification of the cornea of the 
right eye so that true ulceration was effected thereby. 

The results obtained by LoBianco from his vari- 
ous experiments are summarized thus: (1) Koch’s 
bacillus if deposited on a healthy conjunctiva does 
not provoke tuberculosis. (2) The placing of tu- 
berculous bacilli on a previously scarified con- 
junctiva develops a conjunctival tuberculosis with 
subsequent tuberculosis of the iris of metastatic 
nature. (3) Simple disepithelialization of the 
cornea does not permit the penetration of tubercu- 
lous germs deposited on the conjunctiva into the 
ocular globe. (4) With deep scarification of the 
cornea, Koch’s bacilli placed on the conjunctiva 
will penetrate the interior of the eye and thus oc- 
casion a tubercular panophthalmitis. (5) It is 
impossible to develop a primary ocular tuberculosis 
in a healthy eye. (6) A simple inflammatory con- 
dition of the eye does not permit the attacks of 
Koch’s bacillus; a traumatism is necessary to 
allow a port of entry to the germs. 

W. A. BRENNAN. 


EAR 


ahem. H.L.: Aural Complications in Contagious 
Diseases. JN. Eng. M.Gaz., 1916, li, 552. 


Considering the entire series of cases the author 
has found aural complications most frequent in 
scarlet fever, with 8.19 per cent; somewhat less in 
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measles, with 5.23 per cent; and very low in diph- 
theria, with only 0.82 per cent. 

Of the total number of cases of aural involvement 
13.8 per cent went on to mastoiditis requiring op- 
eration. In the suppurating ears complicating 
diphtheria, a pure culture of the Klebs-Loeffler 
bacillus was frequently obtained. Orro M. Rort. 


Campbell, D. M.: Labyrinthitis—Report of Cases 
in Acute Suppurative Otitis Media and After 
Operations. J. Mich. St. M. Soc., 1916, xv, 481. 


Labyrinthitis is classified as (1) circumscribed 

labyrinthitis; (2) diffuse serous secondary laby- 
rinthitis; (3) diffuse purulent manifest labyrinthitis; 
(4) diffuse purulent latent labyrinthitis; (5) trau- 
matic labyrinthitis; (6) serous induced labyrinthitis. 
These are more or less phases of one process and 
in the course of events these types may run the one 
into the other. 
' The author reports two cases of serous induced 
labyrinthitis complicating acute suppurative otitis 
media, both relieved by simple mastoid operation, 
and one case of diffuse serous secondary labyrinthitis 
developing the thirty-sixth day following a simple 
mastoid operation relieved by a radical tympano- 
mastoid exenteration. Two cases developed symp- 
toms of labyrinthic disharmony upon recovery 
from the anesthetic following the radical tympano- 
mastoid exenteration, both of which showed im- 
provement from day to day so no further surgical 
interference was necessary. 

The diagnosis of purulent manifest labyrinthitis 
should be made by the entire absence of all laby- 
rinthic reactions and should be promptly drained 
in acute cases and.in chronic cases as part of the 
radical operation in the presence of a dead labyrinth. 

ELLEN J. PATTERSON. 


Gradenigo, G.: A Case of Cerebellar Otitic Abscess 
Diagnosed and Cured (Sopra un caso di ascesso 
cerebellare otitico diagnosticato e guarito). Gior. 
d.r. Accad. di med. di Torino, 1916, 1xxix, 245. 


The case reported by Gradenigo, which occurred 
in a girl of 12, was one of the rare cases in which the 
cerebellar otitic abscess was not complicated by 
other encephalic lesions and in which the charac- 
teristic symptomatology appeared in all its clear- 
ness. 

Generally grave alterations of the labyrinth are 
coexistent which by their peripheric vestibular symp- 
tomatology mask the symptomatology of the central 
vestibular lesions. In other cases the cerebellar ab- 
scess complicates an infective thrombosis of the sig- 
moidean sinus, the characteristics of which may also 
hide those of the abscess. In a final category of 


cases there coexists with the abscess lesions due to 
purulent circumscribed leptomeningitis. 
In Gradenigo’s case the most important symptoms 
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on which the security of the diagnosis was estab- 
lished were: (1) the constant absence of fever, and 
the failure of Kernig’s sign, besides rigidity of the 
nape of the neck. This latter was evidently due to 
compression of the rachidean bulb against the occip- 
ital foramen due to the abscess; (2) the symptoms 
of notable augmentationsin the endocranial pressure, 
especially manifested by the alterations in the ocular 
fundus and by the paralysis of the diseased side; 
(3) more especially by the existence of nystagmus 
usually directed toward the diseased side (irritative 
phenomenon) and the contemporaneous functional 
integrity of the corresponding labyrinth. 
W. A. BRENNAN. 


Gradenigo: Acute Mastoiditis and Facial Paraly- 
sis (Mastoidite acuta e paralisi faceiale). Gior. 
d. r. Accad. di med. di Torino, 1916, \xxix, 345. 


Lesions of the facial nerve are frequent in diseases 
of the ear, and the long course which this nerve fol- 
lows across the temporal bone gives ample reason for 
it. There are three categories of cases: (1) lesions 
of the nerve in the internal auditory canal accom- 
panied by lesions of the cochlear and vestibular 
nerves; (2) cases where the nerve is injured in its 
course along the vestibular walls; (3) cases where the 
facial nerve is injured in its descending tract, by 
infection of the mastoid cells. 

Gradenigo describes a case which he recently 
treated where facial paralysis was combined with 
phenomena of very acute otitis media. The diag- 
nosis was difficult. In the course of the operation 
he was able to establish that the descending por- 
tion of the facial nerve was in direct contact with a 
small cavity the walls of which were clearly diseased. 

On the morning following operation the facial 
paralysis was much attenuated and the mastoidean 
pains had ceased. Fourteen days later there were 
no traces of paralysis. In the first days of the 
illness it was thought that the otitis and the paraly- 
sis might be two distinct phenomena, but the de- 
velopments and especially the fact that there was a 
spot painful on pressure circumscribed to the 
anterior portion of the mastoidean apophysis cor- 
responding to the intramastoidean course of the 
facial nerve caused Gradenigo to think that the 
nerve-lesion had a mastoidean origin and this de- 
termined operative intervention. Although the 
otitis might have subsided spontaneously it is 
probable that in such event the facial paresis would 
have remained more or less permanent. After 
drainage of the suppurated mastoidean cavities 
the result was a rapid, progressive, and complete 
recovery. Gradenigo therefore recommends that 
in cases of facial paralysis with acute accompani- 
ments*an accurate examination of the middle ear 
and mastoidean cavity should be made. 

W. A. BRENNAN. 


SURGERY OF THE NOSE, THROAT, AND MOUTH 


NOSE 


Baxter, G. E.: A Clinical Study of Sixty Cases of 
Postnasal Infection in Private Practice; Report 
of Six Cases, Complicated by Acute Haem- 
orrhagic Nephritis. Arch. Pediat., 1916, xxxiii, 
729- 

An analysis of the 60 cases shows that com- 
plications occurred in 58, so that practically all 
cases of postnasal infections have some form of 
complication. Of these complications otitis media 
occurred in 42 cases, or 70 per cent. In the first two 
years of life 24 out of 29 cases had otitis media, or 
about 80 per cent; from three to five years, 60 per 
cent; and in six to eight years, a little over 50 per 
cent. Of the complications aside from otitis media, 
cervical adenitis was most frequent, occurring in 
20 cases—33™% per cent. Adenitis occurred in 
about one-third of the cases in the first two years of 
life; 40 per cent from three to five years; and about 
45 per cent from six to eight years, the adenitis 
being more frequent in the older children. 

The next complication in order of frequency was 
nephritis, occurring in 6 cases, 10 per cent, 5 of which 
were of the hemorrhagic variety and reported in 
detail in this paper. Only 1 case occurred in a child 
of two years; all of the others occurred at the age of 
six to eight years. The analysis of the 42 cases of 
otitis media shows that about 55 per cent occurred 
in the first years of life, and during this period other 
complications were less frequent. About 80 per 
cent of all the postnasal infections in the first two 
years had otitis media; 55 per cent of the postnasal 
infections at three to five years, and 55 per cent 
at six to eight years. Whereas, the occurrence of 
otitis media was less frequent during the period 
from three to eight years, the occurrence of other 
and more serious complications was more frequent. 
Of the 42 cases of otitis media, 17 had paracentesis 
done, or about 40 per cent. Two of the patients 
who were most severely ill had a paracentesis done 
early. About 65 per cent of the cases occurring 
in the first two years were not operated on. 

From the ages of six to eight years, however, 
there were twice as many operative cases as non- 
operative. Of the 4 cases of acute nephritis, 2 
had otitis media and a paracentesis was done in 
both cases; 2 cases had had a tonsil and adenoid 
operation prior to the infection, 1 had a double 
otitis media, and the other a cervical adenitis; 2 
cases were in one family. Three cases have been 
operated on for tonsillitis and adenoids since the 
attack. 

It seems safe to conclude that the middle ear in 
infants is vulnerable to this attacking organism 
and that these infants are less subject to all other 


197 


kinds of focal and general complications. Their 
chances of recovery are more than equal, whether 
a paracentesis is done or not. Exception would 
undoubtedly be taken to this statement, but the 
author’s records show that the cases without drain- 
age through the external auditory canal recovered 
as quickly and as completely as those which drained 
either as a result of paracentesis or spontaneous 
rupture, 15 cases without drainage and 9 cases with 
drainage. In several cases in which both ears were 
involved, paracentesis was done in the one ear and 
not in the other and no appreciable difference was 
noted in the period of recovery. 

In older children, however, this will not hold true. 
With a postnasal infection with or without accom- 
panying otitis media, complications were much 
more common and severe in character. Of the 
group of 21 (aged six to eight years) which suffered 
complications, 7 cases showed involvement of the 
urinary tract, 6 with an acute nephritis and 1 with 
pyelitis, or 33% per cent. Epwarp L. CorNELL. 


THROAT 


Lynah, H. L.: Tracheobronchial Diphtheria. 
Laryngoscope, 1916, xxvi, 1193. 

The author lays great stress upon the frequency 
with which this condition is mistaken for bron- 
chopneumonia, because of the fact that early in the 
disease there is no laryngeal involvement, hence the 
absence of the typical laryngeal stridor which would 
make one suspect the true nature of the disease. 

He states that if the possibility of this condition 
is kept in mind, more cases of supposed broncho- 
pneumonia will be subjected to bronchoscopy and 
the true condition recognized. 

In the majority of these cases, the primary 
formation of the membrane takes place in the 
bronchi, usually on one side, and the clinical evi- 
dences are ballooning of the chest on the side of the 
obstruction, hyperresonant percussion note due to 
emphysema, the latter due to the valve-like action 
of the membrane, permitting ingress of air but ob- 
structing the egress. Asthmatic dyspnoea is present; 
absence of bronchial breathing on the obstructed 
side and hoarse bronchial breathing on the free 
side, are also evidenced. ‘The latter finding causes 
many mistaken diagnoses as this phenomenon 
influences the examiner to call the disease broncho- 
pneumonia, but if the other signs are sought and 
found the true nature of the disease will be recog- 
nized. There are present early in the disease evi- 
dences of cyanosis, particularly of the finger tips. 

When the tube has been passed and the mem- 
brane discovered, the author uses the suction tube 
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in preference to forceps for its removal, as the 
forceps cause breaking off of the membrane. After 
the membrane has been removed the area is sprayed 
with antitoxin, followed by intubation with long 
tracheobronchial intubation tubes, which are 
removed within 72 hours. Antitoxin is of course 
injected. 

The author adds 38 detailed case reports of this 
interesting condition. Otto M. Rort. 


Iglauer, S.: Plea for the Electrocautery in the 
Treatment of Laryngeal Tuberculosis. Laryn- 
goscope, 1916, xxvi, 1237. 

The author bases his plea both on clinical and 
experimental evidence. Concerning the clinical 
evidence it is pointed out that more ultimate cures 
are obtained with this method than with any other 
procedure. 

The experimental evidence depends upon the 
fact that besides destroying tissue there is produced 
around the area cauterized an inflammatory reac- 
tion which goes on to the stage of fibrous and con- 
nective tissue formations, thus encapsulating the 
lesion, producing a healed focus just as normally 
occurs when nature heals in a tuberculous process. 

This work is not advised if the pulmonary con- 
dition is progressive, if there is high fever, frequent 
hemorrhages, and much cough. On the other 
hand, the best types of cases are those in which the 
pulmonary lesion is in the early stage and running 
a slow course without fever. 

The author favors the suspension method of 
obtaining access to the area. Orto M. Rott. 


Moore, I.: The Operation of Laryngofissure; Some 
New Instruments Specially Designed for Im- 
proving the Technique. Lancet, Lond., 1916, 
exci, 675. 

Statistics covering the last 25 years show such 
progress and brilliant results in cases of early cancer 
of the interior of the larynx, especially in the vocal 
cord area operated by thyrofissure, that the author 
expects to obtain a lasting cure in 80 per cent of 
cases in the future. 

Appreciating the fact that while diagnosis and 
technique have improved in these cases the instru- 
mentarium has been lacking, the author has de- 
signed the following satisfactory instruments: a 
thyroid gland clamp; tracheal shears; thyroid car- 
tilage shears and saw; self-retaining thyrofissure 
retractor and intralaryngeal forceps and scissors. 

ELLEN J. PATTERSON. 


Ballin, M. J.: Laryngeal Abscess. NV. Y. M. J., 
1916, civ, 781. 

Laryngeal abscess, an infection of adult life, may 
be primary or secondary; intralaryngeal or extra- 
laryngeal; bilateral or unilateral; though the major- 
ity are extralaryngeal and unilateral, located on the 
left side. 

They usually run a rapid course giving rise to 
symptoms of dysphagia and dyspnoea and the 
prognosis depends upon the site of the abscess and 
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early diagnosis made by the sudden onset of the 

subjective symptoms and the laryngological picture. 

Treatment consists in relieving the pain and feel- 

ing of fullness and tension in the throat, first by con- 

servative measures and later by surgical measures 

in the larynx and in extreme cases by tracheotomy. 
ELLEN J. PATTERSON. 


Adams, F.: Window Resection of the Larynx for 
the Removal of Intrinsic Malignant Disease. 
Northwest Med., 1916, xv, 330. 


The operation referred to is that devised by 
Lamber Lack, whereby after elevating the peri- 
chondrium from the thyroid cartilage to be removed, 
the cartilage with the underlying mucosa and 
affected cord are cut away, after which the peri- 
chondrium is stitched over to the opposite side. 
This procedure is preferred to thyrotomy, because: 

1. Thorough removal of the disease is ensured by 
the free view of the parts which is obtained. The 
removal of the cartilage underlying the growth 
makes for additional thoroughness. 

2. The rapidity of the operation and the ease 
with which the bleeding is controlled diminishes the 
great danger of the operation, namely, blood enter- 
ing the air passages and causing difficulty with the 
anesthetic during the operation and subsequently, 
septic pneumonia. 

3. After the operation the patient is able to 
swallow perfectly just as after a simple tracheotomy. 

In the ordinary thyrotomy, to obtain sufficient 
access it is often necessary to divide the thyrohyoid 
membrane and to pull the two halves of the larynx 
forcibly apart, as a result of which the patient may 
have difficulty in swallowing and fluids are very apt 
to enter the air passages causing sepsis and septic 


pneumonia. 


4. Healing is rapid and there is less apt to be 
necrosis of the cartilage as all the cartilage which 
has been bared of perichondrium has been cut 
away. In thyrotomy a piece of cartilage, from the 
inner side of which the perichondrium has been © 
stripped is left, and before healing is complete a 
small sequestrum occasionally forms and comes 
away. 

5. The after-results are excellent; the voice is 
good and returns even more quickly than after 
thyrotomy. 

In the case reported, there was no difficulty in 
swallowing after the operation, and no pain. 

The tracheotomy tube was left in for two days 
only. The voice was good, due to the formation of 
fibrous tissue which took the place of the vocal cord 
removed. Otto M. Rorrt. 


MOUTH 
Waldron, C. W.: Follicular Odontomata of the 
Superior Maxilla. Surg., Gynec. & Obst., 1916, 
xxiii, 473. 
The initial incision through the mucosa under the 
lip is high up toward the reflection of the mucosa. 
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After removal of the cyst walls the antrum is opened 
and an opening made into the nose through the 
inferior meatus, through which the drainage is 
carried out. The oral incision is closed with 
interrupted fine catgut sutures. The author feels 
that by this method of drainage the postoperative 
course is greatly shortened, and the discomfort, 
pain, and dread of repeated oral dressings are avoid- 
ed. The drain through the nose is removed in 
from twenty-four to forty-eight hours. Any ill effects 
upon the nasal mucosa are negligible. Orro M. Rott. 


Smith, T. S.: Periodontal Septic Foci. Calif. St. 
J. Med., 1916, xiv, 356. 

The author offers the following conclusions: 

1. Periodontal diseases are so common that we 
rarely find an adult person who has absolutely 
healthy gums. These diseases develop so insidious- 
ly, however, that their presence is usually not de- 
tected until they have reached an advanced stage. 

2. Periodontal diseases apparently are the result 
of some pathogenic microbic infection which begins 
in the gingival sulcus; but these organisms require 
a traumatic condition to provide them with a path 
of entry. The traumatism is usually the result of 
purely local causes. Systemic conditions, however, 
may exert a slight contributory influence. 

3. It has not yet been proven that any one organ- 
ism is the specific cause of periodontal lesions; on 
the contrary, the appearance of the lesions suggests 
that they may be caused by different organisms. 

4. Endamebe are usually found in periodontal 
lesions, but the majority of investigators believe 
that they are harmless, secondary invaders of the 
pockets. 

5. Periodontal septic foci endanger the health of 
the body because they contain several strains of 
pathogenic organisms having highly differentiated 
elective localization properties, and the organisms 
can readily enter into the circulation from these 
foci. 

6. Correct prophylactic care will always prevent 
periodontal diseases. 

7. Periodontal diseases are not cured unless the 
pyorrhceal pockets have been completely obliterated. 
It has been found that the separated tissues will 
form a vital reattachment to the roots of living teeth 
and obliterate these pockets if aided by proper 
surgery. 

8. This reunion of the tissues cannot be brought 
about by antiseptic and endamezbacidal agents, and 
if they are used as an aid to surgery they impair the 
tissues and prevent rapid healing. Orro M. Rorr. 


Baker, R. H.: Cylindroma of the Tongue. Surg., 
Gynec. & Obst., 1916, xxiii, 356. 


Two cases of cylindroma are reported as being 
unique in their origin in the tongue. Conclusions 
to be drawn from these cases are: 

1. That they arise from abnormal proliferation of 
blood and lymph capillaries and spaces. 

2. That the endothelial lining of these capillaries 


and spaces gives rise to a secretion of some material 
with the staining reaction of connective-tissue 
hyaline. 

3. The hyaline substance may be distributed 
centrally or peripherally to the secreting cells. 

4. The excessive proliferation of the vascular 
elements meeting the resistance of the firmer con- 
nective-tissue framework and the increasing re- 
sistance of the hyaline material tends to assume a 
twisted convoluted structure. 

5. The increasing tension within these convolu- 
tions from proliferation and excessive hyaline 
formation causes an impaired vascular supply to 
the tissue and ultimate necrosis of the endothelial 
cells and tends also to restrict the nutrition of the 
connective elements, with resulting sclerosis and 
hyaline degeneration. 

The clinical history of such tumors combined with 
their microscopical study tends to the view that 
the cylindroma is a definite tumor entity of endo- 
thelial type. It is a slow growing tumor, with 
frequent recurrences but lacking in metastasis. 
Its clinical manifestations usually occur in adult life 
but it may very probably be considered as of em- 
bryonic origin. All descriptions of cylindromata 
as other than endotheliomata, may be accounted 
for by the frequent mistaken observations on mixed 
tumors showing areas of cylindromatous degenera- 
tion. True cylindroma may be classified as an 
endothelioma cylindromatosum or angioma cylindro- 
matosum. 


Scott, J. R.: Tuberculosis of the Tongue. Am. 
J. M. Sc., 1916, clii, 411. 


The author has been able to collect 231 cases of 
tuberculous tongue up to the present time. A large 
series of autopsy reports justifies him in concluding 
this to be a rare condition. In America, he has been 


able to obtain access to the reports of 27 cases. He © 


gives in detail a report of a soldier, a private in the 
Signal Corps, aged 32 years. Four years previous 
he had noticed a small, elevated, white area on the 
left border of the tongue; he applied tincture of 
iodine twice a week for a few weeks. Wassermann 
tests had always been negative; examination of the 
lungs showed them to be unaffected. Sputum was 
found positive for tubercle bacilli, March 7, 1915. 
A small portion of the ulcerated area was excised 
and sent to the pathological laboratory of the United 
States Army Medical School for microscopic study 
and diagnosis, and it proved to be tuberculosis. The 
impressive factor of this case was the existence of 
lingual lesions for a period of over four years, during 
which time the man was examined for evidences of 
pulmonary tuberculosis, with negative results. 

The disease occurs in all periods of life, although 
the majority of the reports of cases show the age 
period to be from forty to fifty years. The earliest 
reported age was that of a child of five and a half 
years. Males are more frequently affected than 
females, due, perhaps, to the fact that trauma is an 
important predisposing factor. 
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Concerning the etiology, the author believes the 
essential factor to be a deposition and proliferation 
of the tubercle bacilli in the tissues of the tongue; 
however, he divides the disease into two main 
forms, primary and secondary, the latter being 
by far the most common. He believes that trauma 
of the tongue, occurring in a patient suffering from 
pulmonary tuberculosis, may lacerate the tissues, 
directly inoculating them by the passage of bacilli 
laden sputum with direct deposition of the same in 
such an exposed area. Carious teeth, carrying vari- 
ous objects in the mouth, biting the tongue, and, 
perhaps, smoking, may be the causes of such trauma. 

The author believes that the infection may be 
carried to this area in one of the three following ways: 
(1) by direct inoculation; (2) through the blood 
stream; (3) through the lymph stream. He be- 
lieves inhalation to be a negligible factor. 

Primary tubercular ulcer is more rare than the 
secondary form. In his series of collected cases, 
he was able to find only 26 undoubted cases of the 
primary form. ‘Tubercular ulcerations of the tongue 
are very indolent, not appearing to enlarge with any 
rapidity, nor responding to local treatment; there 
is, at first, a slight enlargement of the tongue and 
very little pain; later, the tongue becomes more 
swollen and its surface is covered with glairy, grayish 
mucus; soon pain appears, which is only evidenced 
upon the ingestion of solid food, but, after varying 
periods of time, the pain becomes intense, mastica- 
tion is impossible, and a liquid diet must be pro- 
vided, which also, after a time, causes pain and dis- 
comfort; even simple phonation is attended by ex- 
cruciating pain. Coincidentally with the painful 
phonation salivation appears. The tubercular 
lesion is generally localized in the neighborhood of 
the tip of the tongue, but may occur on the border 
of that organ, or on either the superior or the in- 
ferior surface, at varying distances back from the tip, 
most frequently it is found upon the superior sur- 
face. Generally, there is but one lesion at the onset, 
later, one or more may be present. 

In appearance, the lesion is small, round, slightly 
elevated, covered by normal mucosa. The form 
of the nodules is frequently irregular; when small, 
they are rather round or oval; when large, they are 
rectangular or very irregular in outline. The 
nodules rapidly break down in the center, and form 
ulcerated areas whose walls are generally abrupt 
and frequently undermined. The surface of the 
ulcer is covered with sticky mucus, removal of which 
reveals a gray or yellowish-red, sometimes a red, 
ulcerating surface, which presents small, hard, 
round prominences, suggesting granulation of 
tissue. As other ulcers form in the vicinity of the 
first, they break down and may coalesce to form 
large, irregular, serpiginous, ulcerated areas. Fre- 


quently the process may involve the lymph-glands. 

Scott also describes the tubercular process which 
occurs in the form of granuloma as well as the 
fissured and papillomatous form. 
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The signs of the disease include the evident le- 
sion; the lymph-glands beneath the jaw are usually 
enlarged; cachexia being occasionally seen, more 
often in cases where the lingual tuberculosis is 
secondary to pulmonary tuberculosis. There is 
some night sweating, loss of weight, and a general 
feeling of fatigue, but it is difficult to say how much 
of these symptoms are dependent upon lingual 
lesions, and how much upon the primary disease. 

The differential diagnosis is often a matter of 
considerable difficulty; it should be made only 
after a microscopical examination of the material 
from the lesion. Simple ulcers of the tongue, local 
manifestations of syphilis and carcinoma, must 
be considered where microscopical differentiation is 
very difficult. A special staining method for dem- 
onstrating tubercle bacilli should be used, or a 
piece of tissue may be injected into a guinea pig. 

The prognosis is dependent upon many factors 
aside from simple ulceration of the tongue. If 
taken in the earlier stages, and the patient is not 
suffering from pulmonary tuberculosis in the ad- 
vanced stage, surgical removal of the diseased 
tissue of the tongue has resulted in an apparent 
cure; in other cases, the prognosis is very bad. 
According to von Ruck, however, when tuberculin 
is administered, the prognosis becomes fair. 

In the medical treatment of the lesions, the medi- 
cal profession formerly placed its faith in caustics 
of various kinds; potassium iodide has been much 
used without permanent effects; roentgen and ultra- 
violet rays have furnished no grounds for hope in 
their ultimate success. As yet, radium has not 
been sufficiently used to warrant an opinion. 

At the present time, the majority of medical men 
use surgical treatment; where the lesion occupies 
the anterior portion of the tongue, it is now the 
practice to remove a V-shaped piece, going far be- 
yond the limits of the actual lesion. Where the 
greater part of the tissue of the tongue is affected, 
it becomes necessary to amputate. Simple curette- 
ment is not advisable; the actual cautery is a better 
method of local conservative treatment. 

From the study of the subject, Scott concludes: 
(1) Tuberculosis of the tongue is more common than 
is generally supposed. (2) It occurs in males more 
frequently than in females. (3) It occurs in all 
ages, but is more common during the decade from 
forty to fifty years. (4) It occurs in two forms, pri- 
mary and secondary, the larger number being 
secondary. Clinically, it may assume different 
types of disease, as ulcerated, fissured, granuloma- 
tous, and papillomatous. (5) Differential diagnosis 
involves consideration of simple ulcers, the local 
manifestation of lues, carcinoma, and epithelioma. 
(6) Treatment may be medical or surgical. The 
former offers little hope of ultimate cure. The 
rational treatment is surgical, with complete ex- 
cision of the involved tissue and the surrounding 
healthy tissue for some distance. 

Emit C. RoBITSHEK. 
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